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avoid salicylate intolerance 


Gastric distress due to aspirin used alone is being 


reported with increasing frequency. 1. Muir, A., and Cossar: I. A., Brit. M. J. 2:7-12 
BUFFERIN is superior to plain aspirin in that 
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For a complimentary supply of BUFFERIN write: 
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know why? look ... 


1 On this board you select the bodypart you want to x-ray 
2 Set its measured thickness 
3 Press the exposure button 


That's all there is to it. No time, KV, or MA adjusting to do. 
No charts to check, no calculations to make. 


obviously as canny an x-ray investment as you can make 
Modest cost 
Excellent value 
Prestige ““look’’ 
Top Reputation (significantly, “Century” trade-in value has long been highest in its field) 


And you can rent if you prefer. 


Call in your Picker representative (he’s probably in your local ‘phone book) 
or write: PICKER X-RAY CORPORATION 25 South Broadway, White Plains, N. Y. 


JOURNAL A.O.A., VOL. 59, JULY 1960 


probably the casiest-to-use x-ray table in its field | ioe 
-radiograp ny lane vice ver diate, or Trendelenburg posi. stationary anode x-ray 
: Yo corr to rating di lance. Nothing tions equipoise” hone Full 
certainly the simplest automatic x control ever devised 
i cuest SPINE — HEAD EXTREMITIES Gastro Intestinal 
By housed in this 
cabinet 
\ 
anatomatic 
diagnostic x-ray unit 
A-| 
a 


The Journal 


of the American 
Osteopathic 
Association 


July 1960, Volume 59, Number 11 


INFORMATION FOR CONTRIBUTORS 


JourRNAL OF THE AMERICAN OSTEOPATHIC AssOcIATION is the of- 
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Manuscripts 
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clears ringworm orally regardless of duration 
or previous resistance to treatment 


spares the patient— embarrassment of epilation and 
skullcaps, difficulty and ineffectiveness of topical 
medications, potential hazard of x-ray treatments 


$-428 
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CONSTIPATION 


Clinical practice as well as extensive research provide definitive evidence that 
SENOKOT, a selective neuromuscular stimulant, is the most physiologic and safe 
bowel corrective. Effective yet gentle, SENOKOT rehabilitates the constipated patient 


by helping to restore normal bowel tone, sensitivity and rhythm. 
SENOKOT assures strain-free evacuation and rehabilitation of bowel function through 
resensitization of Auerbach’s plexus, thus obviating the need for time-consuming 


and unpleasant enemas, and harsh laxatives. 


natural bowel corrective ® natural bowel corrective ® 
enokot Senokot 
TABLETS GRANULES 


rs) Small, easy to swallow. Deliciously cocoa-flavored. 
DOSAGE: For Adults—2 to 4 tablets nightly. <™.,_ DOSAGE: For Adults—1 to 2 teaspoonfuls nightly. 

ie) For Children—1 to 2 tablets nightly. For Children—'% to 1 teaspoonful nightly. 
SUPPLY: Bottles of 100. SUPPLY: 8 and 4 ounce canisters. 


SENOKOT® BRAND OF STANDARDIZED CONCENTRATE OF TOTAL ACTIVE PRINCIPLES OF CASSIA ACUTIFOLIA PODS, PURDUE FREDERICK 
Rurdue Frederick Co DEDICATED TO PHYSICIAN AND PATIENT SINCE 1892 
NEW YORK 14,N.Y. | TORONTO 1, ONTARIO 


© Copyright 1960, The Purdue Frederick Company. 
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EFFECTIVENESS 
SENOKOT 


after a myocardial infarction 
‘and throughout the course 
of postcoronary convalescence... 


Peritrate helps establish and 
sustain collateral circulation 


Z. improves coronary blood flow with no significant drop in 
blood pressure or increase in pulse rate 


2. helps support natural healing and repair 
2. helps reduce myocardial damage 


4, smooth onset of action minimizes nitrate headache 


basic therapy in coronary artery disease 


Peritrate’ 20 mg. 


brand of pentaerythritol tetranitrate . 


the selective, long-acting coronary vasodilator 


compensatory 


collateral 
circulation 
develops around 
damaged 
myocardium 


MORRIS PLAINS, N.J. 


GP-o2 
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IN ANXIETY: RELAXATION 
_ —RATHER THAN DROWSINESS—WITH 


STELAZINE 


brand of trifluoperazine 


‘Stelazine’ has little if any soporific effect. 


In one clinical study, patients on ‘Stelazine’ who had 
to drive automobiles 100 miles or more commented 
that ‘Stelazine’ ¢¢ ...did not impair their coordina- 
tion, attention or judgment, or make it difficult to stay 
awake.99' 


A number of other patients who reported drowsiness 
as a side effect with ‘Stelazine’ nevertheless mentioned 
that 6 ¢they did not fall asleep when they lay down for 
a daytime nap. It is quite possible that, in some in- 
stances, ‘drowsiness’ was confused with unfamiliar feel- 
ings of relaxation.99' 


‘Stelazine’ is outstanding among tranquilizers because it 
relieves anxiety whether expressed as agitation and ten- 
sion or as apathy, listlessness and emotional fatigue. 


AVAILABLE: For use in everyday practice: 1 mg. tablets, in bottles 
of 50 and 500; and 2 mg. tablets, in bottles of 50. N.B.: For informa- 
tion on dosage, side effects, cautions and contraindications, see avail- 
able comprehensive literature, PDR, or your S.K.F. representative. 


1. Goddard, E.S.: in Trifluoperazine: Further Clinical and Laboratory Studies, 
Philadelphia, Lea & Febiger, 1959, pp. 21-27. 


SMITH 
KLINE & 
FRENCH 


2 
1 
at 
‘ 
: 
2 ra 
é 3 & a 
A 


RCHASED 
DISTRIBUTION 
felli-& 
PATIENTS 


AND 
BUSINESS 
SOCIATES 


(MONTH-TO-MONTH 
CONTRACT 


“Confidence” is a word of great importance in the healing 
arts, as every doctor well knows. Both the doctor’s con- 
fidence in his own ability and the patient’s confidence in 
the doctor are essential to the physician’s effectiveness. 


One of the best tools for building confidence is 
understanding. The patient who understands the training 
which his osteopathic doctor has received and who is 
familiar with the standards of practice and hospital care 
which the osteopathic profession maintains will have 
confidence in the health care which he receives. 


HEALTH magazine, published by the American 
Osteopathic Association, is an excellent vehicle for pro- 
viding this understanding. HEALTH is written for the 
layman and provides him with the information he seeks 
about disease, modern health care techniques and new 
scientific developments. 


HEALTH explains the essential facts about the 
osteopathic profession—its colleges, hospitals, specialties 
and research programs. HEALTH is a friendly, in- 
formative and accurate link between the osteopathic 
profession and the interested layman. 


Cost for each copy, including envelope, is 10c. 


Forward your list of recipients. 


AMERICAN OSTEOPATHIC ASSOCIATION 
212 EAST OHIO STREET 
CHICAGO 11, ILLINOIS 


AOD 


Proven 


in over five years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


e simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 


® no cumulative effects, thus no need for difficult 
dosage readjustments 


e does not produce ataxia, change in appetite or libido 


e does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


e does not impair mental efficiency or normal behavior 


Miltown: 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 
tablets; or as MEPROTABS*— 400 mg. unmarked, coated tablets. 


i] WALLACE LABORATORIES / New Brunswick, N. J. 


@TRADE-MARK 
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here are some of the ways hypertensive patients 


benefit when you prescribe D PRES 


convenient. 
controled 


hypertension 


may be : 
liberalized may be arreste 
or reversed 


rapid onset Of 
antihypertensive 
effect 


edema associated 
with hypertension 
is relieved 


as 

headache, 

dizziness, palpitations 
and tachycardia 

aré-usually relieved 
.. anginal pain may be 
_ reduced in incidence 

severity 


anxiety 
P and tension 
allayed 
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efiective by > a of patients, with mild or moderate 


hypertension, ang 


DIUPRES-250 DIUPRES-500 


250 mg. DIURIL (chlorothiazide), 500 mg. DIURIL (chlorothiazide), 
0.125 mg. reserpine per tablet. 0.125 mg. reserpine per tablet. 
One tablet one to four times a day. One tablet one to three times a day. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INc., WEST POINT, PA. 


DIUPRES and DIURIL are trademarks of Merck & Co., Inc. 
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NOW. .* the first truly effective and safe 
control of both chronic and acute diarrhea 


quel 


(polycarbophil- thihexinol methylbromide) 


IN CONVENIENT TABLET FORM 


A totally new agent, for non-opiate control of the dual problem 
of diarrhea: too fluid feces, too frequent evacuations 


Unexcelled therapeutic response, 85% of 
the chronic cases, 93% of the acute.’ 


The culmination of a decade of 
laboratory experimentation and over five 
years of clinical confirmation. 


For too fluid feces, an extraordinary 
ability to absorb free fecal water. 


For too frequent evacuations, superior, 
yet selective, antimotility action. 


Convenient tablet form; simple, uncom- 
plicated dosage schedule (1 tablet q.i.d.). 


Even where all other agents have failed — 
Sorboquel arrests long-standing, 
uncontrolled, exhausting diarrheas 


Unexcelled Therapeutic Response: Results of the Administration of Sorboquel Tablets'* 


Response 

No. of Patients Excellent | Good Poor 

Chronic Diarrhea* 485 335 76 74 
84.7% 15.3% 

Acute Diarrhea** 332 288 22 22 
‘ » 
93.4% 6.6% 


*Chronic diarrheas include irritable bowel syndrome, regional enteritis, diverticulitis and ulcera- 
tive colitis, postantibiotic enteritis, malabsorption syndrome, radiation proctitis, surgically 
short-circuited intestinal states. Diarrhea had persisted for more than a year in a large percent- 
age with bowel movement frequency averaging from 5 to more than 10 a day. In most patients, 
SoRBOQUEL controlled the condition within 3 days, even where other agents had failed. 


**Acute diarrheas include nonspecific gastroenteritis, enteritis, enterocolitis. Control of the diar- 
rhea was achieved within 24 hours in most cases. 
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Dual-action Sorboquel arrests diarrhea. 
even where all other agents have failed 


The components in Sorboquel: the culmination of many years of development 


SoORBOQUEL Tablets combine two unique and hitherto unavailable antidiarrheal agents—poly- 
carbophil and thihexinol methylbromide. Acting together, through different but complementary 
mechanisms, these components in SoRBOQUEL absorb free fecal water and quell hypermotility 
and associated spasm to an exceptional degree. 


For too fluid feces, an extraordinary ability to absorb free fecal water 
(through the hydrosorptive action of new polycarbophil) 


(a) (b) (c) 


Dry State Swollen State Demonstration of the dependence of 
Demonstration of the Note the particulate nature swelling of polycarbophil on pH. 
particulate nature of of swollen polycarbophil. Impaction is (a) pH of stomach; (b) pH of 

dry polycarbophil. virtually impossible. duodenum; (c) pH of intestines. 


A newly synthesized macromolecular substance exhibiting extraordinary capacity for absorption 
and retention of free fecal water*”’ ® the colloidal suspension is free-flowing, since, in the swollen 
or hydrated state, the particulate structure is retained? = exerts marked hydrosorptive action 
only on reaching the alkaline medium of the small intestine and colon ® virtually free of impaction 
qualities » pharmacologically inert, not absorbed from the gut’” 


Convenient tablet form; simple, uncomplicated dosage schedule 


SORBOQUEL DosAGE: For older children and adults, initial dosage of one SorBOQUEL Tablet q.i.d. 
is usually adequate. Severe diarrheas may require six, or even eight, tablets in divided daily 
doses. (Dosages exceeding six tablets a day should not be employed over prolonged periods. ) 
Many patients can be maintained on one to three tablets daily after the diarrhea is brought 
under control. 

SIDE EFFECTS: The incidence of side effects at recommended dosage is negligible. (The usual 
precautions when using parasympatholytic agents should be observed. Complete information 
regarding the use of SORBOQUEL TABLETS is available on request. 


— 
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DUAL ACTION the first truly effective 
agent to control the dual problem 


too frequent evacuations 
TABLETS 


For too frequent evacuations, superior, yet selective, antimotility action 
(through the parasympatholytic action of thihexinol methylbromide) 


(a) (c) 
90-minute film demonstrating 6-hour film after administration Inhibition of methacholine-induced 
hypermotility of gastrointestinal of thihexinol to patient showing spasm by thihexinol in isolated rabbit 
tract in patient. marked inhibition of gastro- intestine. Time of graph is 40 minutes. 
intestinal motility. (a) normal motility; (b) methacholine, 


40 mcg./L; (c) thihexinol, 10 mcg./ml. 


A new, superior parasympatholytic agent with a dominant inhibitory action on intestinal 
motor function’*"* # onset of intestinal motor inhibition has been shown to occur within 10-20 
minutes '* =does not interfere with gastric secretion or digestive processes Sunusually free from 
atropine-like side effects ® its enteral antimotility action permits polycarbophil to exert maximal 
water-binding effect 


SUPPLIED: SORBOQUEL TABLETS, bottles of 50 and 250. Each tablet contains 0.5 Gm. polycar- 
bophil and 15 mg. thihexinol methylbromide. 


REFERENCES:1. Hock, C. W.: Med. Times 88:320 (March) 1960. 2. Winkelstein, A.: Personal communication. 3. Berkowitz, D.: 
in press. 4. Lind, H. E.: Personal communication. 5. Seneca, H.: in press. 6. Riese, J. A.: Personal communication. 7. Gilbert, 
A. S.; Schwartz, I. R., and Matzner, M. J.: Submitted for publication. 8. Personal communications to Medical Department, White 
Laboratories, Inc. 9. Pimparker, B. D.; Paustian, F. F.; Roth, J. L. A., and Bockus, H. L.: To be published. 10. Texter, E. C.. 
Personal communication. 11, Clinical reports to Medical Department, White Laboratories, Inc. 12. Grossman, A. J.; Batterman, 
R.C., and Leifer,P J.Am. Geriat. Soc. §:187(Feb.) 1957. 13. McHardy, G.; Browne, D.; McHardy, R.; Bodet, C., and Ward, S.: 
Am. J. Gastroenterol. 24:601 (Dec.) 1955. 14. Shay, H.: Personal communication. 15. Hirsh, H.: Personal communication. 16. 
Bercovitz, L. T.: J. Am. Geriat. Soc. 5:940 (Nov.) 1957. 


WHITE LABORATORIES, INC., Kenilworth, New Jersey 
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4 > FONYarO leinone hydro- 
a , 160° nac , and : 
; its of and Homatropine, plus APC 


_ ANEMIA 
DIN.THE 
MENOPAUSE 


another indication for 


therapy plus 


essential B-complex. 


q 


BCAGO,. 


2 IBEROL FIMTABS A DAY SUPPLY; 


The Right Amount of fron 
Ferrous Sulfate, U.S.P............ 1.05 Gm. 
(Elemental! Iron—210 mg.) 

Plus the Essential B-Complex 

Vitamin Bz with Intrinsic Factor 
Concentrate........, 1 U.S.P. Unit (Oral) 

Liver Fraction 2, N.F............... 200mg. 

Thiamine Mononitrate............... 6 mg. 

30mg. 

Pyridoxine Hydrochloride............ 3. mg. 


Ni ale 


PICTURE OF A MAN WHO 
THOUGHT HE COULD BEAT DANDRUFF 
WITHOUT MEDICAL ADVICE 


an ethical answer 
to a medical problem 


Suspension 


© 1960, ABBOTT LABORATORIES, NORTH CHICAGO, ILL SELSUN-SELENIUM SULFIDE, ABBOTT 007019 


-orphenadrine 
citrate 


relieves 


muscle spasm _ 


with selective 
spasmolytic 


action 


indicated in alltypes of 
muscle spasm, includ- 
ing post-traumatic and 
tension spasm 


Restores mobility quickly and re- 
lieves associated pain by prompt standard dosage 


for all adults regardless 
relaxation of only the muscle in of ag6, 6, oF weight: 


spasm. Prolonged action and po- 4 tablet (100 mg.) b.i.d.— 
tency provide all-day and all- easily remembered... 
night benefits...permitting un- _ J offering better patient 
interrupted sleep...facilitating cooperation. 
rehabilitation. 


Norflex tor prompt, safe spasmolytic action 
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surgery 


mental and emotional stress 


senile agitation 


“pain of cancer 


childbirth nausea and vomiting in children 


acute alcoholism 


) 
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Thorazine®... one of the fundamental drugs in medicine 


brand of chlorpromazine 


can control the agitated, hostile senile and help her live a 
composed and useful life. 


The photographs on the opposite page illustrate the principal uses of ‘Thorazine’. 
The versatility of this fundamental drug is now established. Wide use in nearly all fields SMITH 


of-medicine since it became available in 1954 has both proved the value of KLINES 
‘Thorazine’ and provided evidence of its relative safety. FRENCH 
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1. Jeans & Marriott: Infant 
Nutrition, Ed. 4, Mosby (1948). 
2. Hoagland, R. & Snider, G. G.: 
J, Nutrition 26:219 (1943), 
3. Hansen, A. E., et al: 
J. Nutrition 66: 565 (1958). 
4. Adam, Doris J. D., et af: 
J. Nutrition 66:555 (1958). 


OPTIMUM NUTRITION 
Providing all the norma! dietary 
requirements plus a reserve for 
stress situations. 


WHY Baker’s MODIFIED MILK 


i 


COCONUT AND CORN OILS 
For improved toleration, elimination of sour odor — due to absence 
of butyric acid, reduction of caproic acid.1 


For increased digestibility, fat absorption— due to a % reduction 
of palmitic and stearic acids.2 


For greater skin integrity, reduction of certain types of infantile 
eczema, improved utilization of calories— because 6% of calories 
are present as Ilnoleic acid.3. 4 


The Baker Laboratories, Inc., Cleveland 3, Ohio 


— ine : 
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with its gentle sedative action, helps greatly in maintain- 
ing functional balance during the trying months of the menopause. 


In a five-year study of representative sedative and ataractic agents, only 
Butisol controlled ‘“‘both daytime and nighttime symptoms of anxiety... with- 
out recourse to additional therapy.’’* 


“Cumulative untoward reactions, such as excessive daytime drowsiness, 
dizziness, mental sluggishness and memory disturbance”’ occurred with most 
of the drugs tested, but not with 15 mg. Butisol.* 


TABLETS + REPEAT-ACTION TABLETS - ELIXIR - CAPSULES 
-McNEIL LABORATORIES, INC., Philadelphia 32, Pa. 
| McNEIL | : 


-* Batterman, R. C., Grossman, A. J., Leifer, P., and Mouratoff, G. J.: Clinical 
Re-evaluation of Daytime Sedatives, Postgrad. Med. 26:502 (Oct.) 1959. 
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Reports in hundreds of leading journals and scores 
ol, Ph of standard textbooks reflect the position of Gantrisin 
as a drug of choice in genitourinary infections. 


pyelonephritis 
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cystitis 


prostatitis 


urethritis 


puerperal infections 


(brand of sulfisoxazole) 

1952. COVERS THE PREDOMINANT PATHOGENS 
& Finke, With its wide spectrum, Gantrisin covers all pathogens predominant 
. Mir in the urinary tract,!-*> including many resistant strains. Its use in 
od, Wehn cystitis?*.* often achieves better control than ‘‘...some of the more 
expensive antibiotics.’”! 
Digest 
t Ped ASSURES SAFETY THROUGH HIGH SOLUBILITY 

» July 
hee Am The low toxicity and high solubility of Gantrisin'* are especially 
MLA. ti important when dysuria in cystitis contraindicates fluid-forcing’ or 
rg: when prolonged therapy is required.’ 

Ue, 
& Clin, 
5, Age PROVIDES ROUTINE PROPHYLAXIS 
0. Carr In routine prophylaxis’* after surgery and manipulations, Gantrisin 
t Sek : significantly reduces the incidence and severity of cystitis. Results here 
have been termed ‘‘excellent.’’® 
] ey OCH 
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A fitting service 
you can prescribe, 


with confidence... 


Your Truform anatomical supports dealer is an 
expertly trained and skilled technician. 


When you prescribe Truform you can count on 
him, and his staff, to select and fit the right item to 
provide effective support or effective fixation. 


Training at factory schools and in refresher 
courses assures this: accurate fitting of quality Tru- 
form supports, to provide the maximum therapeutic 
effect consistent with comfort. 


Truform anatomical supports are available only from 
the Ethical Appliance Dealer. 


Three pull straps control 
traction in this Model 430-EHS 
lumbo-sacral support... 

two rigid steels 


TRUFORM supports 


3960 Rosslyn Drive, Cincinnati 9, Ohio 
Branches: New York and San Francisco 
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hay fever 


Novahistine® works better than antihistamines alone 


Stuffy, runny noses...swollen, weepy eyes 
are more effectively relieved with Novahistine. The 
distinctly additive action of the vasoconstrictor 
and antihistamine combined in Novahistine re- 
lieves allergic symptoms more effectively than 
either drug alone. 

One dose of 2 tablets for day-long or night-long relief. 
Each long-acting tablet contains 25 mg. phenylephrine 
HCl and4 mg. chlorprophenpyridamine maleate..: 
Bottles of 50 and 250 green, film-coated tablets. 


PITMAN-MOORE COMPANY Division of Allied Laboratories, Inc., Indianapolis 6, Indiana 


Novahistine] 


JOURNAL A.O.A., VOL. 59, JULY 1960 


| 4 — 
—— 
Dy 
4 A 


the the traum 


: 
x) 
: 
i 
: 
: 


meprobamate with PATHILON® tridihexethy! chloride Lederle 


greater flexibility in the contro! of tension, hypermotility 
and excessive secretion in gastrointestinal dysfunctions 


PATHIBAMATE combines two highly effective and well-toler- 
ated therapeutic agents: 
meprobamate (400 mg. or 200 mg.) widely accepted tranquilizer and... 


PATHILON (25 mg.)—anticholinergic noted for its peripheral, atropine-like 
action, with few side effects, 


The clinical advantages of PATHIBAMATE have been confirmed by nearly 
two years’ experience in the treatment of duodenal ulcer; gastric ulcer; 
intestinal colic; spastic and irritable colon; ileitis; esophageal spasm; 
anxiety neurosis with gastrointestinal symptoms and gastric hypermotility. 


Two dosage strengths — PATHIBAMATE-400 and PATHIBAMATE- 200 
facilitate individualization of treatment in respect to both the degree of 
tension and associated G.!. sequelae, as well as the response of different 
patients to the component drugs. 


Supplied: pATHIBAMATE-400 — Each tablet (yellow, 1/2-scored) contains 
e. meprobamate, 400 mg.; PATHILON tridihexethy! chloride, 25 mg. 
PATHIBAMATE-200 — Each tablet (yellow, coated) contains mep- 
robamate, 200 mg.; PATHILON tridihexethyl chloride, 25 mg. 
Administration and Dosage: PATHIBAMATE-400 —1 tablet three times a day at mealtime and 
2 tablets at bedtime. 
PATHIBAMATE-200—1 or 2 tablets three times a day at mealtime 
and 2 tablets at bedtime. 
Adjust to patient response. 
s Contraindications: giaucoma; pyloric obstruction, and obstruction of the urinary bladder 
neck. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 
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FOR Proven 
with extra relief from anxiety and tension 


The vast majority of meno- 
pausal women, especially 
on the first visit, are nerv- 
ous, apprehensive, and 
tense. PMB-200 or PMB- 
400 gives your patient the 
advantage of extra relief 
from anxiety and tension, 
particularly when the pa- 
tient is “high strung,” un- 
der prolonged emotional 
stress, or when psychogenic 
manifestations are acute. 
Proven menopausal bene- 
fits are confirmed by the 
wide clinical acceptance of 


“Premarin,” specifically 
for the relief of hot flushes 
and other symptoms of es- 
trogen deficiency, together 
with the well established 
tranquilizing efficacy of 
meprobamate. 


Two potencies to meet the 
needs of your patients: 


“PREMARIN WITH MEPROBAMATE* 


PMB-200—Each tablet 
contains conjugated estro- 
gens equine (“Premarin”) 
0.4 mg., and 200 mg. of 
meprobamate. When 
greater tranquilization is 
necessary you can pre- 
scribe PMB-400 — Each 
tablet contains conjugated 
estrogens equine (“Prem- 
arin’’) 0.4 mg., and 400 mg. 
of meprobamate. Both 
potencies are available in 
bottles of 60 and <e 


AYERST LABORATORIES 
NewYork16,N.Y.,Montreal,Canada 


*MEPROBAMATE, LICENSED UNDER U. 8. PAT. NO. 2,724,720, 8017 
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Enhances Vitality and 
Still Insures Weight Loss 


brand of phenmetrazine HC! with vitamins and minerals 


Now, Prelu-Vite helps to fortify 
the patient’s nutritional status 
and sense of well-being without 
jeopardizing the success of 

the weight-reducing program. 


Byimproving nutritional status 
Prelu-Vite makes it easier for the 
patient to retain the initial zeal for 
reducing... facilitates the retention 
of enthusiastic cooperation in 
pursuing therapy to a successful 
conclusion. 


23 24 25 


With Prelu-Vite, as with Preludin, 
aweight loss 2—5 times that 
dbtainable by dietary restriction 
done, is readily achieved without 
ihe occurrence of annoying 

side reactions. 
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Availability: Also available: 

G gy Prelu-Vite'™ Capsules, each 
containing 25 mg. of Preludin action tablets (75 mg.) for once 

(brand of phenmetrazine HCl) daily administration; and as 

with vitamins A,B,C and Dand regular Preludin tablets (25 

5 minerals. mg.) for b.i.d. or t.i.d. 

Under license from C. H. administration. 

Boehringer Sohn, Ingelheim. 


Geigy, Ardsley, New York Geiyy 321-60 
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OPEN LETTER 
Obesity products: their 


How much is a drug really worth in obesity ? 

In all honesty, the two most important factors in treating the obese 
patient are your influence in the doctor-patient relationship and 
the diet itself. Still, some patients require concomitant drug 
therapy to help them stick to your prescribed dieting regimen. 


Since many of these patients must be given the medication for 
extended periods of time, drug cost can be very important and 
may affect their attitude and reactions to the treatment. 

So, the essential criteria for an ideal anorexigenic compound are 


when will power 
is not enough 


doubles the power 
to resist food 


1. controls the appetite—d-amphetamine phos- 
phate curbs the appetite, elevates the mood, in- 
creases the willingness to endure restricted diets, 
and has a prolonged duration of action when 
combined with Nicel. 


2. suppresses bulk hunger — Nicel* supplements 
the reduced bulk intake and gives a sense of 


fullness. 

Each Obocell tablet contains: 
d-amphetamine phosphate (dibasic)......... 5 mg. 


*a special high viscosity methylcellulose 


W 


PHYSICIANS 
effectiveness and cost 


not only effectiveness in curbing appetite and safety but also 


e economy. And, d-amphetamine administered under a physician’s 
supervision is still a drug of choice that satisfies all these criteria. 

g It curbs the appetite and also does what some anorexigenic com- 

L. pounds do not do—elevates the mood and makes the patient more 

r willing to stick to your prescribed dieting regimen. 

d To satisfy all three criteria—effectiveness, safety and economy— 


think of Obocell and Obocell-TF, the economy prescriptions in 
e obesity. These products are described below. 


alleviate the problems 
of a restricted diet 


(tension formula) 


contains an 
antidisturbant, methapyrilene 


e provides a controlled lift in the mood of the patient 


e calms anxious or tense individuals or those sensi- 
tive to sympathomimetic drugs 


e controls the appetite 
e suppresses bulk hunger 


Each Obocell-TF tablet contains: 


d-amphetamine phosphate (dibasic)......... 5 mg. 


Dosage: 1 or 2 tablets before each meal with a full 
glass of water. A tablet may be given in the evening to 
combat the “‘night-eating syndrome.” 


IRWIN, NEISLER & CO. DECATUR, ILLINOIS 
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while they are planning 
their family 


they need your help 
more than ever 


the most widely prescribed contraceptive 


WHENEVER A DIAPHRAGM IS INDICATED 


Ortho 
G 
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4 
Ortho-Gynol. } 
VAGINAL JELLY 


a promise fulfilled 


All corticosteroids provide symptomatic control in rheumatoid arthritis, inflammatory dermatoses, and 
bronchial asthma. They differ in the frequency and severity of side effects. Introduced in 1958, 
Aristocort Triamcinolone bore the promise of high efficacy and relative safety. 


Physicians today recognize that the promise has been fulfilled . . . as evidenced by the high rate of 
refilled ARISTOCORT prescriptions. 


(Lederie) LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, N. Y. 
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PROBENECID 


IN GOUT 
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SINCE 1950... YEARS OF GROWING CONFIDENCE 
IN THE EFFECTIVENESS AND SAFETY OF — 


Six-Ves We Des 


: Therapy, Arthyttte RENEMTD 
nd Rheunatien 2: 193, 
reaction... tolerate the drug well. "2 
Patient Have Gout?, Scientific Exhibit, 
American Medical New YOrK City; 
tp. 


2 


Ig Smith. 
Rhe 
A 
Supply: 05 Gm. tablets, bottles of 100 and 1000. 
: ' For additional information, write Professional Services, Merck Sharp * Dohme, West Point, Pa. 
me | @® MERCK SHARP & DOHME, DivisiON OF MERCK & CO., INC., PHILADELPHIA |, PA. 


BENEMIO 18 A TRADEMARK OF co. 
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Suit the — to the condition 
remember this topical trio for personalized treatment 


e each stops itch and inflammation quickly 
@ each instantly restores and maintains the normal 
protective acid pH 


the best therapeutic beginning’ in acute skin inflammation 


DOMEBOR (0 on packers pit 4.2 


The Original Modernized Burow’s Solution Tablets in containers of 
12, 100, 500, 1000. 
Powder Packets in 
boxes of 12 and 100. 


convenient wet dressings stay moist longer... maintain 
constant pH...speed healing...reduce inflammation. 


maximum steroid benefits at lower dosage —lower cost 

® %% hydrocortisone in exclusive AcID 
+ ORT-D QO M K MANTLE vehicle “is about as effective as 
CREME OR LOTION pH 4.6 1% in most conditions treated.’ 
Hydrocortisone Free Alcohol in AciD MANTLE® 1%, 1% or 2% hydrocortisone free aleo- 
Most universally employed anti-inflammatory hol in water-miscible Actip MANTLE vehicle. 
steroid for topical use. In ¥% ounce squeeze bottles, each with spe- 


cial soft plastic ear-applicator. 


if infection complicates inflammation 


™ or 1% hydrocortisone free alcohol 
NE 0-C ORT-D OME and 5 mg. per Gm. neomycin sulfate in ex- 


CREME OR LOTION pH 4.6 elusive water-miscible ActD MANTLE ve- 
Hydrocortisone Free Alcohol plus Neomycin in hicle. In 14 ounce squeeze bottles, each with 
Acip ManTLE® special soft plastic ear-applicator. 


1, Jones, E, H.; Eye, Ear, Nose & Throat Month. $8:460, 1959. 2. Lockwood, J. H.: Bull. A. Mil, Dermatologists 4:2, 1955. 


af 125 West End Avenue/New York 23, N. Y. « Los Angeles / Montreal 


DOME CHEMICALS INC. wy World Leader in Dermatologicals 
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When summertime 
chores bring on 


LOW BACK PAIN 


Brand of chlormezanone 


relaxes skeletal 
muscle spasm — 


ends disability. 


Wren any of a host of summer activities brings on low back pain 
associated with skeletal muscle spasm, your patient need not be dis- 
abled or even uncomfortable. The spasm can be relaxed with 
Trancopal, and relief of pain and disability will follow promptly. 
Lichtman?” used Trancopal to treat patients with low back pain, 
stiff neck, bursitis, rheumatoid arthritis, osteoarthritis, trauma, and 
postoperative muscle spasm. He noted that Trancopal produced 
satisfactory relief in 817 of 879 patients (excellent results in 268, 
good in 448 and fair in 101). 
Gruenberg’ prescribed Trancopal for 70 patients with low back 
pain and observed that it brought marked improvement to all. “In 
addition to relieving spasm and pain, with subsequent improvement 
': Trancopal Caplets® in movement and function, Trancopal reduced restlessness and 
, igtees colored, scored ), bottles irritability in a number of patients.”* In another series, Kearney* 
mg. (peach colored, scored), Pe reported that Trancopal produced relief in 181 of 193 patients 
ae “se ge 100 mg. orally three or four suffering from low back pain and other forms of musculoskeletal 


Trancopal enables the anxious patient to work or play. According 
ee g to Gruenberg, “In addition to relieving muscle spasm in a variety 
of musculoskeletal and neurologic conditions, Trancopal also exerts 
a marked tranquilizing action in anxiety and tension states.’’® 
Kearney‘ found “. . . that Trancopal is the most effective oral skeletal 

muscle relaxant and mild tranquilizer currently available.” 
Side effects are rare and mild. “‘Trancopal is exceptionally safe for 
clinical use.”* In the 70 patients with low back pain treated by 
Gruenberg,’ the only side effect noted was mild nausea which oc- 
curred in 2 patients. In Lichtman’s group, “No patient discontinued 

chlormethazanone [Trancopal] because of intolerance.”* 
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The choice of confidence... 


diagnostic x-ray equipment 
planned for private practice! 


Few who purchase x-ray equipment have 
time to thoroughly test the quality of mate- 
rials, workmanship and technical perform- 
ance offered by all the makes of x-ray units. 
And happily this is not necessary. 

The manufacturer’s reputation is worth 
more than anything else to you in choosing 
x-ray equipment, one of the most complex 
professional investments you will ever face. 

General Electric has created “just what 
the doctor ordered” in the 200-ma Patrician, 
in terms of both reasonable cost and operat- 
ing qualities. Here diagnostic x-ray is ideally 


Progress /s Our Most Important Product 
GENERAL @@ ELECTRIC 


tailored to private practice. Patrician pro- 
vides everything you need for radiography 
and fluoroscopy — and with consistent end 
results, since precise radiographic calibration 
is as much a part of the Patrician combina- 
tion as it is of our most elaborate installa- 
tions. Ask your G-E x-ray representative 
about the Patrician “package,” or return 
our coupon below for illustrated literature. 


X-RAY DEPARTMENT 
GENERAL ELECTRIC CO. 
Milwaukee 1, Wisconsin, Room R-71 


Send me: [] 8-page PATRICIAN bulletin 
(CO MAXISERVICE® x-ray rental bulletin 
Name 


Addr 
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3.5 mg. neomycin (from sulfate) and sodium propionate per cc. — in 15 ce. dropper bottles.. 
*Lawson, G.W-: Diffuse Otitis Externe and tte Effective Treatment . Med. 22: 
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The Aged 


-and a natural way to meet their special nutrition needs 


with fresh-flavor, economical Carnation Instant. 


Finicky appetites, dental problems, food costs 
—one or more often play a part in contributing 
to poor diet for the elderly. 

A pleasant natural way to help improve 
their nutritional status is the excellent new 
food—new Carnation Instant Nonfat Dry Milk 
mixed 25% over-strength. 

One-third cup extra crystals per liquid quart 


when mixing provides 25% more calcium, pro- 
tein, and B-vitamins than ordinary nonfat milk. 
Because your patients can add this additional 
amount, they get needed nutrients — without 
excessive calories. And the richer, more delici- 
ous flavor of nonfat milk mixed over-strength is 
a natural way to extra nutrition they'll enjoy. 
Costs them only 10¢ a quart. 


ANOTHER QUALITY PRODUCT OF CARNATION COMPANY, LOS ANGELES 36, CALIFORNIA 
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INA“PROBLEM” ARTHRITIC 
in rheumatoid arthritis with diabetes mellitus. A 54-year-old diabetic = 4 
with a four-year history of arthritis was started on Decapron, 0.75 mg./ 
day, to control severe symptoms. After a year of therapy with 0.5 to 
1.5 mg. daily doses of Decapron, she has had no side effects and dia- 


petes has not been exacerbated. She is in clinical remission.* 


New convenient b.i.d. alternate dosage schedule: the degree and extent of relief provided by 
DECADRON allows for b.i.d. maintenance dosage in many patients with so-called “chronic” condi- 
tions, Acute manifestations should first be brought under control with a t.i.d. or q.i.d. schedule, 


Supplied: As 0.75 mg. and 0.5 mg. scored, pentagon-shaped tablets in bottles of 100. Also available 
a Injection DECADRON Phosphate. Additional information on DECADRON is available to physicians 
on request. DECADRON is a trademark of Merck & Co., Inc. 


*from a clinical investigator’s report to Merck Sharp & Dohme. 


Dexamethasone 


TREATS MORE PATIENTS MORE EFFECTIVELY 


&p MERCK SHARP & DOHME « Division of Merck & Co., INC., West Point, Pa. 
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Children are happier when doctors choose Fleet’ Enema 


They are more willing to accept this ready-to-use pediatric enema because they are spared the ordeal 
of complicated old-style procedures. The compact Fleet Enema takes less than a minute to give and 
avoids the discomfort of large volumes of liquid. Insertion is made easy and safe because of the 
pre-lubricated, anatomically correct 2-inch rectal tube.' Fleet Enema can be prescribed 
with confidence as “‘a safe and effective enema preparation for even small children.” 


Widely useful for a variety of diagnostic and therapeutic purposes — 
even your patients on sodium-restricted READY-TO-USE SQUEEZE BOTTLE 


absorption is negligible.?-* 
Pediatric size, 2% fl.oz. Regular size, 42 fl.oz. 100 cc. contains: 16 


Gm. sodium biphosphate and 6 Gm. sodium phosphate. Also available: 
Fleet Oil Retention Enema, 4'4-fl.oz. ready-to-use unit containing PEDIATRIC 
Mineral Oil U.S.P. 


1. Frech, H. C., and Lanier, L. R., Jr: Am. J. Obst. & Gynec. 74:1146, 1957. 2. Way,W.G,et C. B. FLEET CO., INC. LYNCHBURG, VIRGINIA 
al.: Virginia M. Month. 85: 291, 1958. 3. Hellman, L. D.: To be published. 
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Past tense 


For the first time in months, this mom really feels like joining in 
the family fun. In the past, she had been far too tense either to 
devote a casual hour to usual mother-daughter diversions or to 
answer the host of questions invariably posed by an inquisitive 
youngster. 

She actually enjoys helping to “co-bake” an apple pie, because 
she “feels good” and is genuinely interested. The reason: Levanil 
does not isolate or insulate, as many tranquilizers do. 
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for equanimity 
without 
somnolence 


Levanil 


Trademark, Reg. U.S. Pat. Off. 
—brand of ectylurea, Upjohn 


The Upjohn Company | Upjohn | 
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REMEMBER THE 


“WOM: COURTESY CARD 


TO OSTEOPATHIC PHYSICIANS. HOSPITALS AND COLLEGES © 
Please extend every courtesy to representative Of 


(J Convention Exhibitor (-} Advertiser in A. 0. &, Publications 


AMERICAN OSTEOPATHIC ASSOCIATION d ) 
THIS CARD EXPIRES DEC 31, TER A. SUBERG, 


susiness MANAGER 


Extend Every Courtesy To Your Detail Men 
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DIAPHRAGMS! 


NINE REASONS WHY MORE AND MORE PHYSICIANS 


ARE USING THE CONTOURING 7B. 


DIAPHRAGM 


WITH SANITARY PLASTIC CASE 


ry 


Reduces your fitting instruction time. 

. Patient ease of insertion—automatic placement. 
Develops patients’ confidence. Easy to use. 

. Folds behind pubic bone with suction-like 
action, forming an effective barrier. 

Seals off cervical area. 

Locks in spermicidal lubricant—delivers 

it directly under and next to the os uteri. 

. Keeps its place—doesn’t shift. 

. Simple to remove. 

. Aesthetically acceptable. Is most comfortable. 
KORO-FLEX (contouring) Diaphragms 
may be used where ordinary coil-spring 
diaphragms are indicated and for Flat rim 
(Mensinga )-type as well. 


Recommend: KORO-FLEX Compact, the 

ONLY compact that provides the arcing ‘dia- 
~~ phragm (60-95 mm), jelly and Koromex cream 

(trial size). More satisfied patients result from 

trying both and then selecting the one best 

suited to physiological requirements. Elimi- - 

nates guessing. Supplied in feminine clutch- 

style bag with zipper closure. 


Da 


Available in all prescription pharmacies. 

Write for descriptive literature. 

Always insist on the use of time-tested Koromex 
Jelly or Cream with diaphragm. 


HOLLAND-RANTOS CoO., INC. 
145 HUDSON STREET - NEW YORK 13, N.Y. 
Manufacturers of Koromex Products 
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Your surgical convalescent feels better 
because he ws better with 


Durabolin 


(Nandrolone phenpropionate injection, Orcanon) 


for safe potent anabolic stimulation 

+ to maintain positive nitrogen balance 

+ to promote rapid wound healing 
I CC. ONCE each week + to restore appetite, strength, vitality 

+ to shorten convalescence, save nursing time 
+ to reduce the cost of recovery 


Supplied: 1-cc. ampuls (box of three) and 5-cc. vials, 
25 mg. nandrolone phenpropionate/ cc. 


Adults: 1 cc. i.m. each week, or 2 cc. every other week. 


Orcanon, Inc., W. Orange, N. J. 
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in urologic patients taking 


brand of methenamine mandelate 


This is why Mandelamine is a most effec- 
tive urinary antibacterial, especially 
for stubborn disorders. Urine-specific 
Mandelamine eradicates most pathogens 
commonlyencountered in chronic urinary 
infections—even strains resistant to anti- 
biotics and sulfonamides. Mandelamine— 


Mandelamine... effective, 
well-tolerated, economical. 


Average adult dose, 2 Man- ay 


antibacterial, but not an antibiotic— 
does not produce resistant mutants. 
And systemic reactions are rarely seen. 


delamine Hafgrams® q.i.d. 
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brand of mecliaine hydrachloside 


BRIEF 


_ nausea and vomiting of pregnancy, a daily dose 


BONINE is an antiemetic which provides rapid 
and prolonged protection against nausea and 
vomiting due to a variety of causes. A single 
dose of BONINE is usually effective for 24 hours. 


_ Thus, BONINE can be taken at bedtime to help 


prevent “next morning” sickness. 


INDICATIONS: Valuable in the symptomatic relief 
of nausea and vomiting of pregnancy. Also indi- 
cated for motion sickness, radiation sickness, 
vertigo associated with Méniére’s syndrome, 
labyrinthitis, fenestration procedures, vestibular 
dysfunction, and dizziness associated with cere- 
bral arteriosclerosis. 


ADMINISTRATION AND DOSAGE: For control of 


of 25 to 50 mg. is usually effective. For dosage 
schedules in other indications, see package insert. 


SIDE EFFECTS: Not a phenothiazine, the side 
effects reported in association with Bonine have 
been mild and/or transient and consist of occa- 
sional drowsiness, dryness of the mouth, and 
blurred vision. Drowsiness is seen less frequently 


'- with BONINE in therapeutic dosages than with 


most other effective antiemetics. 


PRECAUTIONS: As with other antihistaminic com- 
pounds, the physician should inform patients of 
the need for caution in driving a car or when 
engaged in other activities requiring alertness. 
There are no known contraindications to BONINE. 


SUPPLIED: BONINE Tablets, scored, tasteless, 25 
mg. BONINE Chewing Tablets, mint-flavored, 25 
mg. BONINE Elixir, cherry-flavored, 12.5 mg. per 
teaspoonful (5 cc.). 

More detailed professional information available 
on request. 


Science for the world’s well-being™ Pfizer) PFIZER LABORATORIES Division, Chas Pfizer ¢7 Co., Inc. Brooklyn 6, New York 
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pain? 


frequency? 


after the first dose of 


PYRIDIUM 


brand of phenylazo-diamino-pyridine HCl 


Patients on Pyridium experience welcome 
relief from urinary pain, burning, frequency 
and urgency—usually within 30 minutes. 
And Pyridium may be given with any uri- 
“nary antibacterial. In fact, its recommended 
daily dosage of two 0.1-Gm. tablets t.i.d. 
provides a greater analgesic effect in adults 
than the recommended daily dosage of 


PY-GPo2 


many fixed antibacterial-analgesic combina- 
tions. Because Pyridium is extremely well 
tolerated, you can provide pain relief until 
the underlying infection is completely con- 


trolled with the antibacterial of 


your choice. So next time you see, 


a patient with a painful urinary 
infection, prescribe Pyridium. 


MORRIS PLAING, 
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...felief from pollen allergies 
more complete than antihistamines alone...more thorough than nose drops or sprays 


The miseries of respiratory allergy can be relieved so effectively 
with Triaminic.’* Triaminic contains two antihistamines plus 
the decongestant, phenylpropanolamine, to help shrink the en- 
gorged capillaries, reduce congestion and bring relief from rhin- 
orrhea and sinusitis.1 Oral administration distributes medication 
to all respiratory membranes without risk of “nose drop addic- 
tion” or rebound congestion.?* 


Each Triaminic timed-release Tablet provides: 


Phenylpropanolamine HC! 50 mg. 
Pyrilamine maleate 25 mg. 


also available: 
TRIAMINIC JUVELETS® 12 the formulation of the Triaminic Tablet with timed-release action. 


TRIAMINIC SYRUP each teaspoonful (5 mi.) provides % the formulation of the Triaminic Tablet. 


References: 1. Fabricant, N. D.: E.E.N.T. Monthly 37:460 (July) 1958, 2. Lhotka, F.M.: lilinois M. J. 112:259 
(Dec.) 1957. 3. Farmer, D.F.: Clin. Med. 5:1183 (Sept.) 1958. 4. Fuchs, M.; Bodi, T.; Mallen, S.R.; Hernando, L., 
and Moyer, J.H.: Antibiotic Med. & Clin. Ther. 7:37 (Jan.) 1960. 5. Halpern, S.R., and Rabinowitz, H.: Ann. 
Allergy 18:36 (Jan.) 1960. 

first—the outer layer dissolves 

within minutes to produce 
Relief is prompt and prolonged 3 to 4 hours of relief 
because of this special 


timed-release action 


then—the core disintegrates 
to give 3 to 4 more 
hours of rellef 


SMITH-DORSEY « A DIVISION OF THE WANDER COMPANY « LINCOLN, NEBRASKA 
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natural bowel ai DECHOTYI gently stimulates 


e softens feces 
==" DECHOTYL expedites fluid 
penetration into bowel contents 


e emulsifies fats 

DECHOTYL facilitates 
lipolysis — prevents 
inhibition of bowel motility 
by unsplit fats 


helps free your patient from both... 
constipation and laxatives 


DECHOTYL 


TRABLETS 


well tolerated...gentle transition to normal bowel function 


Recommended to help convert the patient—naturally and gradually—to healthy 
bowel habits. Regimens of one week or more are suggested to assure mainte- 
nance of normal rhythm and to avoid the repetition of either laxative abuse or 
constipation. 


Average adult dose: Two TRABLETS at bedtime as needed or as directed by a physician. 


Action usually is gradual, and some patients may need 1 or 2 TRABLETS 3 or 4 times daily. AM ES 
COMPANY, INC 


Contraindications: Biliary tract obstruction; acute hepatitis. Elkhart + Indiana 
Toronto * Canada 


DECHOTYL TRABLETS provide 200 mg. DECHOLIN,® (dehydrocholic acid, AMES), 50 mg. 
desoxycholic acid, and 50 mg. dioctyl sodium sulfosuccinate, in each trapezoid-shaped, 
yellow TRABLET. Bottles of 100. AMES 


*AMES T.M. for trapezoid-shaped tablet. 84160 
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ULCER 
PATIENTS 
PREFER 


“teaspoon dose” 


LIQUID 


UNIQUE ANTACID WITH MILK-LIKE ACTION 


Even peptic ulcer patients who must remain on medication month after month 
seldom “forget” to take TITRALAC Liquid because of these outstanding advantages: 


mw ECONOMICAL TEASPOON DOSAGE (not ounces, not tablespoonfuls) 
mw EFFECTIVE IN SECONDS, RELIEF FOR HOURS 

mw CREAMY SMOOTH, NON-CHALKY, FRESH MINT FLAVOR 

a NO ACID REBOUND OR CONSTIPATION 


ACID NEUTRALIZING POWER 
——=> 1 teaspoonful 


SCHENLABS PHARMACEUTICALS, INC. 
NEW YORK 1, N. Y. 
tubes MANUFACTURERS OF NEUTRAPEN® 


FOR PENICILLIN REACTIONS. 


One teaspoonful TITRALAC Lig: 
uid approximates 2 tablets, 
which contain 0.36 Gm. glycine 
and 0.84 Gm. calcium carbonate. 


REG, U.S. PAT. OFF. 4750 
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“Sure it’s a great idea’ 
but we were 


only using 26% of it!” § 


J 


“We've had the Payroll Savings Plan for U.S. Savings 
Bonds in our outfit for years. We think it is good for the 
Country and good for our company—and it goes without 
saying it’s good for the saver. I had assumed we had a large 
participation by our people. But when I checked up last 
month I found that only 26% of our employees were regular 
users of the plan. In a company our size there is always a cer. 
tain amount of personnel turnover, and there are always some 
people who are going to subscribe . . . next payday, maybe. 

“So what I did was contact our State Savings Bonds 
Director. He helped us put on a company-wide campaign 
that reached every employee personally to point out the 
advantages of buying new 334% Savings Bonds, regularly. 
Today we have more than 50% of our people using the 
plan, and we’re going on from there!” 

Perhaps your organization, too, has been taking your 
Payroll Savings Plan for granted. It’s a great idea, but its 
value to your people and to your company increases with 
the number of employees # x use it, every payday. Let 
your State Savings Bonds Director show you how easy it is 
to get your company back in the high value area of par- 
ticipation. Or write Savings Bonds Division, U.S. Treasury 
Department, Washington, D.C. 


JRE U.S. GOVERNMENT DOES NOT PAY FOR THIS ADVERTISEMENT. THE TREASURY DEPARTMENT THANKS, FOR THEIR PATRIOTISM, THE ADVERTISING COUNCIL AND THE DONOR ABOVE. 


~ 
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ALL U.S. SAVINGS BONDS—OLD OR NEW—EARN %2% MORE THAN BEFORE yaa ‘s | 


safe and extraordinari 
ective diuretic..." 


Naturetin — reliable therapy in edema and 

hypertension — maintains a favorable uri- 

nary sodium-potassium excretion ratio .. . 

retains a balanced electrolytic pattern: 

‘¢.,. the increase in urinary output occurs 
promptly ...’?? 

‘¢.,. the least likely to invoke a negative 
potassium balance ...’’? 

*¢.,..a dose of 5 mg. of Naturetin produces a 
maximal sodium loss.’’? 

*¢... an effective diuretic agent as manifested 
by the loss in weight ...’’* 

*¢,,.no apparent influence of clinical 
importance on the serum electrolytes 
or white blood count.’’* 

«¢,,..no untoward reactions were attributed 
to the drug.’’* 

Although Naturetin causes the least serum 

potassium depletion as compared with other 

diuretics, supplementary potassium chloride in 

Naturetin ¢ K provides added protection when 

treating hypokalemia-prone patients; in con- 

ditions where likelihood of electrolyte imbal- 

ance is increased or during extended periods 


Numerous clinical studies confirm the effec- 
tiveness’'> of Naturetin as a diuretic and 


antihypertensive — usually in dosages of 5 


mg. per day. 

m= the most potent diuretic, mg. for mg.—more 
than 100 times as potent as chlorothiazide 
@ prolonged action —in excess of 18 hours @ 
maintains its efficacy as a diuretic and anti- 
hypertensive even after prolonged or increased 
dosage use ® convenient once-a-day dosage — 
more economical for patients m low toxicity — 
few side effects—low sodium diets not necessary 
@ not contraindicated except in complete renal 
shutdown in hypertension—significant lower- 
ing of the blood pressure. Naturetin may be 
used alone or with other antihypertensive drugs 
in lowered doses. 

Supplied: Naturetin Tablets, 5 mg. (scored) 
and 2.5 mg. Naturetin ¢ K (5 @ 500) Tablets 
(capsule-shaped) containing 5 mg. benzydro- 
flumethiazide and 500 mg. potassium chloride. 
Naturetin € K (2.5 ¢ 500) Tablets (capsule- 
shaped) containing 2.5 mg. benzydroflumethia- 
zide and 500 mg. potassium 


of therapy. chloride. SQUIBB 
References: 1. David, N..A.; Porter, G. A., and Gray, R. H.: Monographs on Therapy 5 ae Wane 1960. - 

2. Stenberg, E. S., Jr.; Benedetti, A., and Forsham, P. H.: Op. cit. S: = >) 1960. 3. — 3 Moyer, 

J. H., and Newman, B.E.: Op. cit. 5:55 (Feb.) 1960. 4. Marriott, H. J. and Schamroth, ~~ ‘cit. 5:14 


Feb.) 1960. 5. Ira, G. H., Jr.; Shaw, D. M., and Bogdonoff, M. D.: "Carolina M. J. 1960, 
7. G. M., and Keyes, J. W.: Henry F . M. Bull. 
7:281 (Dec.) 1959. 8. Forsham, P. H.: Squibb Clin. Res. Notes 2:5 (Dec.) 1959. 9. Larson, wm: Op. cit. 2:10 
@ec.) 1959. 10. Kirkendall, W. M.: Op. cit. 2:11 (Dec.) 1959. 11. Yu, P. N.: Op. cit. 2:12 (Dec.) 1959. 
12, Weiss, S.; Weiss, J., and Weiss, B.: Op. cit. 2:13 (Dec.) 1959. 13. Moser, M.: Op. cit. 2:13 (Dec.) 1959. 
14. Kahn, A., and Greenblatt, I. J.: Op. cit. 2:15 (Dec.) 1959. 1 A. hs on Therapy 


6. Cohen, B. M.: M. Times, to be 


3:1 (Feb.) 1960. 
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Squibb Quality—the 
‘NATURETIN’ IS A SQUIBB TRADEMARK, Priceless Ingredient 
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STERILE! 


The nice old lady who scored her pie crusts “TM” and 
“TM” (Tis or ‘Tain’t Mince) never knew which was which. So 
it is with “homemade” petrolatum gauze...there’s always 
the question of sterility. That’s why most hospitals 
specify ‘Vaseline’ Sterile Petrolatum Gauze U.S.P. This 
label insures the absolute sterility that is difficult to attain 
in hospital-made gauze. 


Available in 6 sizes 


IN DISPOSABLE PLASTIC TUBES VASE LI N E STE Ri LE 
PETROLATUM GAUZE 


IN HEAT-SEALED FOIL ENVELOPES 
3” x 3” pads, open to 3” x 9” strips, 6 to box 


1” x 36” strips, 6 to box "TiS 
3” x 18” strips, 6 to box * 
3” x 36” strips, 6 to box gag am a J 
6” x 36” strips, 6 to box S i [- Ri Li Pf 
PROFESSIONAL PRODUCTS DIVISION 
Chesebrough-Pond’s Inc., New York 17, N. Y. 
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When the headache is associated with nervous tension and G.I. disturbance: 
CAFERGOT P-B TABLETS ergotamine tartrate 1 mg., caffeine 100 mg., CAFERGOT TABLETS ergotamine tartrate 1 mg., caffeine 
Bellafoline 0.125 mg., pentobarbital sodium 30 mg. Dosage: 2 at first sign 100 mg. Dosage: same as Cafergot P-B Tablets. 
of attack; if needed, 1 additional tablet every % hour until relieved 
(maximum 6 per attack). 
CAFERGOT P-B SUPPOSITORIES ergotamine tartrate 2 mg., caffeine 100 mg., CAFERGOT SUPPOSITORIES ergotamine 
Bellafoline 0.25 mg., pentobarbital sodium 60 mg. Dosage: 1 as early as tartrate 2 mg., caffeine 100 mg. Dosage: same 
possible in attack; second in 1 hour, if needed (maximum 2 per attack). as Cafergot P-B Suppositories. 


For a new brochure on Migraine and Tension Headaches, reviewing clinical reports on diagnosis and therapy, write: Sandoz, Hanover, N. J. SANDOZ 
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. Sphincter of 
Boyden 


. Sphincter of Oddi 
in Spasm 


BILIARY STASIS 
constipation — nausea — dyspepsia 
flatulence and eructation 


The primary function of the Cholan preparations is to induce hydrocholeretic 
action. The active ingredient is the pure oxidized bile acid, dehydrocholic acid, 
Maltbie. The Cholans increase the volume of low viscosity bile flow to flush out 
the biliary tract. In addition, there is a suitable Cholan dosage form to provide 
symptomatic and physiologic relief of biliary stasis, spasm or emotional factors that 
cause or complicate digestive disturbance, hepato-biliary dysfunction, constipa- 
tion of biliary origin, cholecystitis, cholangitis, or postoperative treatment. 


Cholan DH® — hydrocholeretic 
action increases the flow and 
heightens the pressure of low 
viscosity bile for normal flush- 
ing of the biliary tract. In fact, 
Cholan DH will increase the 
volume of bile by 33% to 100%. 


Cholan V (hydrocholeretic- 
spasmolytic) — the volume and 
pressure of thin bile flow in 
the biliary tract is increased, 
and the V mg. of homatropine 
methylbromide relax the gall- 
bladder and biliary sphincters 
in severe and chronic spasm. 


' 


Cholan HMB — a combination 
for the increased flow of thin 
bile, smooth muscle relaxation 
for the gallbladder and biliary 
sphincters, and mild sedation 
for patients with hepato-bili- 
ary dysfunction further com- 
plicated by emotional factors. 
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NORMAL BILIARY FUNCTION 


Cholan DH’ 


Cholan V 
Cholan HMB 


hydrocholeretic — spasmolytic 


With Cholan therapy, the distressing symptoms of constipation, nausea, 


dyspepsia, flatulence and eructation disappear. Normal digestive func- 
tion is quickly restored. 


Cholan DH®— dehydrocholic acid, Maltbie, 250 mg., a chemically pure oxidized bile 
acid. Dosage: 1 or 2 tablets t.i.d. after meals. Cholan V— dehydrocholic acid, Maltbie, 
250 mg., and 5 mg. homatropine methylbromide. Dosage: 1 or 2 tablets t.i.d. after 
meals. Cholan HMB -—dehydrocholic acid, Maltbie, 250 mg., 2.5 mg. homatropine 
methylbromide, and 8 mg. phenobarbital. Dosage: 1 or 2 tablets t.i.d. after meals. 


Supplied: Bottles of 100, 500 and 1,000 tablets. 
For a trial supply write to Professional Service Department 


Malte) Maltbie Laboratories Division * Wallace & Tiernan Inc. ¢ Belleville 9, N. J. 


PCN-8!1 
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PREpareD 
INFANT 


From Carnation... 


‘ ready-prepared evaporated milk formula 


Carnalac is simply Carnation Evaporated Milk with its are 
added Vitamin D, plus carbohydrate. The carbohydrate is (ar nation 
natural lactose from the milk, and added maltose-dextrin OOS 
syrup. Mother adds water in the amount you recommend. ff : 
EVAPORATED \ 
CARNATION EVAPORATED MILK IS THE 
WORLD’S LEADER FOR INFANT FORMULA FEEDING 
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CONSISTENTLY GOOD 
CLINICAL RESULTS 
IN TRICHOMONAL 
AND MONILIAL VAGINITIS 


TRICOFURON IMPROVED (Suppositories and Powder) 
cured 143 of 161 patients with vaginitis due to 
Trichomonas vaginalis, Candida (Monilia) albicans, 
or both. “Almost immediate symptomatic 
improvement was noted with the first insufflation.” 
Criteria for cure: freedom from 
infecting organisms as well as symptoms on 
repeated examinations during a three-month follow-up. 
This cure rate of 88.8% is “surprisingly similar” 
to results reported by earlier investigators. 


Coolidge, C. W.; Glisson, C. S., and Smith, A. S.: 
J.M.A. Georgia 48:167, 1959. 


TRICOFURON” 


IMPROVED 


2-step treatment brings swift relief, 
eradicates stubborn trichomonads, 
Candida (Monilia) albicans, 
Hemophilus vaginalis 


1. powper for weekly insufflation in your office. 
MicoFur®, brand of nifuroxime, 0.5% 
and Furoxone®, brand of furazolidone, 0.1% in 
an acidic water-dispersible base. 

2. suppositories for continued home use 
—Ist week one suppository in the morning 
and one on retiring. After Ist week, one 
suppository at night may suffice. 
Continue use of suppositories during menses. 

Treatment should be continued throughout a complete 
menstrual cycle and for several days thereafter. 
MIcoFurR 0.375% and FuROXONE 0.25% 
in a water-miscible base. 


Rx new box of 24 suppositories with applicator 
for more practical and economical therapy. 
Also available: 
box of 12 suppositories with applicator. 


NITROFURANS-—a unique class of antimicrobials 
EATON LABORATORIES, NORWICH, NEW YORK 
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chemical name: 

generic name: 

amphenidone 


with selective action on the central nervous 
system at both the cerebral and cord levels. 


for the treatment of 
anxiety & tension with- 
out causing drowsiness 


Dornwal is regarded as a tranquilizer best 
suited for ambulatory patients. 
* does not produce depression or 
depersonalization 
* relieves acute emotional upsets 
¢ relieves tension without undue stimulation 
« effectively interrupts tension headaches 
* is virtually devoid of sedative activity 
Dornwal has proved to be relatively free 
from side effects when administered at 
recommended dosage. In 593 patients the 
incidence of drowsiness was less than 2 
per cent — statistically not significant. 
Prescribe Dornwal for your next patient 
who needs a tranquilizer but cannot afford 
to be drowsy. Write for your trial supply. 
Indications: anxiety and tension, various 
types of psychoneuroses, menopausal syn- 
drome, tension headache, alcoholism, pre- 
menstrual tension, behavior problems in 
children. 
Dosage: One or two 200 mg. tablets three 
times a day. Children, one or two 100 mg. 
tablets two times a day. Administration 
limited to three months duration. 
Supplied: 200 mg. yellow scored tablets, 
and 100 mg. pink tablets, each in bottles of 
100 and 500. 


Maltbie Laboratories Division 
Wallace & Tiernan Incorporated 
Belleville 9, New Jersey 
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why not 
re-evaluate 


in the light of today’s scientific findings— 


—the average serving of 100 gm. of lean 
pork provides a modest 250 calories, 


—compare the fat-content of lean pork 
with that of other lean meats. 


—pork outranks other high-protein foods in 
its contribution of thiamine (B;) 


—pork provides an important amount of 
other B vitamins 


—pork contributes significant amounts of 

the essential minerals, iron, copper and 
phosphorus, magnesium and potassium, supplied 
in a form that the body can use readily. 


1, Leverton, R. M., and Odell, G. V.: The Nutritive Value of Cooked Meat, 
Oklahoma Agricultural Experiment Station, Oklahoma State University, 
Miscellaneous Publication MP-49, 1958, 


PUT PORK IN ITS PROPER PLACE 


eeein the daily diet 
e-.use to tempt jaded appetites 


The nutritional statements made in this advertisement have been reviewed by the 
Council on Foods and Nutrition of the American Medical Association and found 
consistent with current authoritative medical opinion. 


AMERICAN | MEAT | INSTITUTE 


MAIN OFFICE, CHICAGO ° ‘MEMBERS THROUGHOUT THE NATION 
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in musculoskeletal disorders 


INJECTION 


PHOSPHATE 


usually controls the acute phase 


DEXAMETHASONE 21-PHOSPHATE 


often within 2 hours after injection 


® 
i 
BASS 
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punecr APPROACH rapid relief and prolonged 
effect—complete solubility 


affords quick diffusion of 
the therapeutic dose 


pt me. for mg. the most 


active steroid 


punecr APPROACH passes easily through 


small-bore needles 


part punecr APPROACH needs no reconstitution— 


no refrigeration 


Injection DECADRON Phosphate can be used in strains and sprains, bursitis, 
fibrositis, rheumatoid arthritis, traumatic arthritis, acute gouty arthritis, 
osteoarthritis, osteochondritis, ‘‘trigger’’ points (localized painful areas in 
muscles), tendinitis, whiplash injuries (acute), and muscle trauma. 

Caution: Steroids should not be given in the presence of tuberculosis, chronic 
nephritis, acute psychosis, peptic ulcer, or ocular herpes simplex. 

Note: Do not inject into intervertebral joints. 


MERCK SHARP & DOHME Division of Merck & Co., INC. 


DOSAGE AND ADMINISTRATION: 
Injection DECADRON Phos- 
phate is ready for imme- 
diate use intramuscularly 
or intra-articularly. 
Dosage varies from 0.4to6 
mg. or more depending on 
the nature and severity of 
the condition. tae: 


SUPPLIED: 

5 cc. vials with 4mg. dexa- 
methasone 21-phosphate 
as the disodium salt per cc. 


Additional information on 
Injection DECADRON Phos- 
phate is available at your 
request. 


DECADRON is a trademark 
of Merck & Co., INC. 


- West Point, Pa. 
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cardiac edema 


varying severity 
weight loss 
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increased potency—without corresponding increase in side effects 
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Sackner, M. A., Wallack, A. A. and Bellet, S.: Am. J. M. Se. 
237:575, (May) 1959. 


“The severity of the congestive 
heart failure ... was as follows: 
Class IV (9 patients), Class III 
(5 patients), and Class II (1 pa- 


tient) 


ee 


.: Weight loss ranged 
from 4. to 45 pounds over a period 
of 3 to 17 days with an average 


of 2.4 pounds a day.” 


DOSAGE: One or two 50 mg. tablets of HypRODIURIL once or 
twice a day. 


SUPPLIED: 25 mg. and 50 mg. scored tablets HyDRODIURIL 
(Hydrochlorothiazide) in bottles of 100 and 1,000. 


HYDRODIURIL is a trademark of Merck & Co., Inc. 


Additional information on HyDRODIURIL is available to the) 
physician on request. 


-MERCK SHARP & DOHME 
Division of Merck & Co., Inc. Philadelphia 1, Pa. 
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‘**... eliminates the need for special 
personnel and elaborate equipment as in 
the operation of an artificial kidney.” { 


Recent advances in knowledge of fluid 
and electrolyte physiology have led to 
the development of an “‘eminently sat- 
isfactory”’+ technique for artificial re- 
moval of metabolic wastes— peritoneal 
dialysis with Peridial. Filterable wastes 
pass from the plasma through the peri- 
toneal lining into a dialysate—Peridial 
—and are removed through an 
abdominal catheter. 


Special catheters, a “‘closed system’’ of 
infusion and drainage, and the care- 
fully formulated electrolyte composi- 
tion of Peridial have reduced greatly 
such complications as peritonitis, 
drainage difficulties and electrolyte 
imbalances. 


For new Peridial brochure 
write to Dept. O86 | 


CUTTER LABORATORIES . 


brings artificial dialysis within the reach of every physician 


Peridial has been successfully used in 
acute renal failure, barbiturate poison- 
ing, intractable edema, hepatic coma, 
chronic uremia, hypercalcemia. It can 
also be expected to counteract any type 
of electrolyte abnormality or intoxica- 
tion with any diffusible poison. 


Two Peridial solutions are available: 


For patients without edema—Peridial 
with 14% dextrose. 


For patients with edema—Peridial with 

7% dextrose. 

Electrolyte formulation of both solutions: 
Sodium 140 mEq./I. 
Calcium 4 mEq. /I. 
Magnesium 1.5 mEq./I. 
Chloride 102 mEq./I. 
Bicarbonate* 43 mEq./I. 

*by metabolic conversion of lactate. pH adjusted 

to 5.6 with lactic acid. : 

tMaxwell, M. H., et al.: J.A.M.A. 170:917, 1959. 


Berkeley, California 
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The cervical fascia: 
Its distribution 


and surgical importance* 


LEONARD A. LEWIS, B.S., D.O., Grand Rapids, 
Michigan 


The fascial planes of the cervical area are divided 
into two wrappings that completely envelop the 
visceral components of the neck. Basically, the fas- 
ciae are made up of connective tissue. They have 
various important functions, some of which are to 
protect, correct, support, and bind together the 
many muscles and viscera of the area. 

Many of the products of metabolism are being 
found to play important parts in any consideration 
of the fasciae. The mucopolysaccharides and other 
biochemical products are being studied in this con- 
nection, and this work may prove that the fasciae 
are even more important than has previously been 
supposed. 

The various processes that are carried out in a 
fascial component are not well understood and by 
most are not appreciated. Its value alone in the pro- 
tection against disease is doubtless one of the most 
important factors in the successful conduct of sur- 
gery. Respect these tissues and use’ them properly, 
and they will return the favor. In order to follow 
this dictum, it is necessary to have an understanding 
of the distribution and relationships of the fascial 
planes. 

The purpose of this paper is to correlate existing 
knowledge concerning the fasciae of the cervical 
area, There are descriptions of isolated areas of 
fascia of the neck; however, they are usually found 
in footnotes or only incidentally in connection with 
an area that is being locally described. This paper 
is an effort to treat them as a very important and 


®This paper was prepared and submitted to the Graduate School, 
Philadelphia College of Osteopathy, as part of the requirements for the 
degree Master of Science in Ophthalmology and Otorhinolaryngology, 
Philadelphia, May 12, 1959. 
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useful structure, with an attempt to organize and to 
bring under one heading their importance. 


Anatomy 


There are two layers, or two types, of cervical 
fascia. First is the superficial layer which lies im- 
mediately beneath the skin and external to the 
platysma muscle (Figs. 1 and 2). Directly beneath 
the platysma muscle lies the superficial layer of the 
deep cervical fascia. According to Barnhill,* “the 
superficial layer of the deep cervical fascia envelops _ 
everything in the neck except the platysma muscle 
and the skin.” It encloses every structure from the 
skull above to the clavicle below like a tightly fit- 
ting, one-piece jacket. The deep layer of the deep 
cervical fascia itself is also included and enclosed by 
the superficial layer of the deep cervical fascia. The 
superficial fascia of the cervical area may be likened 
in shape to a tree trunk. Above, it has a circular 
cross section, while below, it has a more ovoid cross 
section. The fibers of this fascia flow in the longi- 
tudinal direction. This fascia splits into two com- 
plete sheets which enclose the sternocleidomastoid 
and trapezius muscles. Between these two muscles 
the fascia blend together to form a single layer with 
the anterior and posterior cervical triangles. 

The attachments of this fascia are very important. 
In the posterior superior portion, it is attached in 
the midline to the external occipital protuberance, 
the nuchal ligament, and the spinous processes of 
the cervical vertebrae down to the seventh cervical. 
Coming forward from the posterior superior midline, 
it is attached to the superior nuchal line, the mastoid 
process, the inferior border of the mandible, and is 
continuous into the face as the parotid fascia. This 
fascia invests the parotid gland and goes on to the 
masseter muscles and attaches to the lower border 
of the zygomatic arch. The deep layer of the parotid 
blends with the fasciae of the posterior belly of the 
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Fig. |. Superficial fascia, space of Burns, and incision at anterior 
border of sternocleidomastoid muscle. 


digastric muscle and to the styloid process and 
styloid muscle, over the deep part of the gland, to 
the ramus of the mandible. Anteriorly and inferiorly, 
it goes to blend with the digastric and styloid hyoid 
muscles to the hyoid bone, and then it blends with 
the superior layer of the cervical fascia. 

In the midline, anteriorly, it is attached to the 
symphysis of the mandible, then down to the body 
of the hyoid bone. From the hyoid bone, it is con- 
tinuous in the midline with a superficial fascia of the 
opposite side. In the anterior inferior portion it at- 
taches to the anterior and posterior surfaces of the 
manubrium sterni, to the medial one third of the 
clavicle, on to the acromion process and the spine 
of the scapula. It is continuous and blends with 
the pectoral and deltoid fasciae. In the anterior in- 
ferior midline these two layers that are attached to 
the anterior and posterior surface of the manubrium 
sterni extend up about 3 cm. between the inferior in- 
sertions of the sternocleidomastoid muscle, thus 
forming the suprasternal space or the space of Burns 
(Figs. 3 and 4). As has been previously stated, 
the superficial layer of the deep cervical fascia 
serves the simple purpose of enveloping everything 
in the neck as a whole, whereas the deep layer 
serves to wrap up and enclose each structure singly 
or in groups of two or three (Figs. 5 and 6). 

The fascia directly under the sternocleidomastoid 
muscle encompasses the carotid artery, the internal 
jugular vein, and the vagus nerve, forming the ca- 


rotid sheath. Superiorly this is attached to the bas- 
ilar surface of the skull and surrounds the carotid 
and jugular orifices (Fig. 7). At the innermost part 
of this sheath, the two layers unite to pass more 
deeply and form the prevertebral fascia. This sheet 
of fascia forms the posterior compartment by inter- 
digitating and fusing with the pretracheal fascia 
from the anterior portion of the neck. This space 
that has been made by the fusion of the prevertebral 
fascia and the pretracheal fascia is commonly known 
as the visceral compartment, which encloses such 
structures as the larynx, trachea, esophagus, thyroid 
gland, brachial plexus, and the subclavian artery, 

The prevertebral fascia covers the longus colli 
and the scalenus muscles and the bodies of the cer- 
vical vertebrae and lies directly over the cervical 
plexus of nerves, thus forming the floor of the poste- 
rior triangle of the neck. Superiorly it is attached to 
the base of the skull in the basilar portion of the 
occipital bone and passes down in front of the ver- 
tebral bodies on into the thorax. Superiorly and me- 
dially, it is connected to the buccopharyngeal fascia, 
In a good percentage of cases, in the area of the 
sixth and seventh cervical vertebrae, the fascia that 
covers the scalenus minimus sends a process to the 
pleura cupula known as Sibson’s fascia. This par- 
ticular fascia helps to make the pleura tense in this 
area. 

The pretracheal fascia begins also under the ster- 
nomastoid muscle and goes forward to meet in the 


Skin reflected; platysma muscle is seen. 
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midline; while doing so it encloses the omohyoid, 
sternohyoid, sternothyroid, and thyrohyoid muscles. 
This fascia is composed of two sheaths. The more 
superficial one encompasses the sternohyoid and omo- 
hyoid while the deeper and weaker of the two 
fasciae encompasses the thyroid, hyoid, and sterno- 
hyoid muscles. Superiorly, the pretracheal fascia 
is attached to the hyoid bone and is continu- 
ous above with the inferior constrictor muscle of the 
pharynx. “Inferiorly, it is attached to the dorsal sur- 
face of the manubrium sterni with extension to the 
ventral portion, on to the left innominate vein and 
the pericardium. More laterally, this fascia is at- 
tached to the posterior surface of the clavicle and 
gives rise to fascia which extends to the fascia of the 
subclavius muscle and to fasciae which pass on each 
side of the subclavian vein to the first rib. This con- 
tinues on to the lower margin of the scapular portion 
of the omohyoid muscle to the area of the clavipec- 
toral fascia. 


Fig. 3. Area exposed from the clavicle to the inferior border of 
the mandible, showing space of Burns, superficial fascia, platysma, 
and fascia blending with masseter muscle. Anterior border of 
the sternocleidomastoid muscle is visible. 


The visceral fascia in the pharyngeal areas are 
considered to be a part also of the buccopharyngeal 
fascia (Fig. 8). This fascia covers the exterior of the 
constrictor muscles and continues with the fascia 
which covers the buccinator muscle. This is a very 
thin type of fascia. It is connected to the adjacent 
prevertebral fascia by loose areolar connective tis- 
sue and is considered to be the tissue which occu- 
pies the so-called retropharyngeal space. This fascia 
covers the constrictor muscles of the cervical area. 
In the area of the midline, where there is a free con- 
cave border, this fascia blends with the pharyngo- 
basilar fascia; they meet near the base of the skull, 
thus forming in the posterior midline a fibrous band 
extending downward from the pharyngeal tubercle 
which aids in the strengthening of the constrictor 
muscle. 

Lateral to this “absence of musculature,” in the 
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Fig 4. Anterior view of the neck, showing fascia in place on 
the left side. The space of Burns is seen from the anterior view. 
The right side shows the fascia reflected and the sternomastoid 
muscle cut to show the omohyoid muscle and the carotid sheath. 


midline where the pharyngobasilar fascia comes in, 
is the so-called sinus of Morgagni. The pharyngo- 
basilar fascia is attached to the basilar portion of the 
occipital bone, anteriorly to the pharyngeal tubercle 
and laterally to the spine of the sphenoid. It then 
goes to the apex of the petrous portion of the tem- 
poral bone and to the auditory tube and medial 
lamina of the pterygoid process. The pterygomandi- 
bular ligament extends to the end of the posterior 
(inaudible) end of the mylohyoid line of the man- 
dible and then along the side of the tongue to the 
stylohyoid ligament, the hyoid bone, and the thyroid 
cartilage. Next in this area are the fasciae of the 
pterygoid muscles which come from the sheaths of 
the muscles directly to the basilar surface of the 
skull at the site of the muscular attachment. The 
pharynx is separated from the pterygoid region by a 
heavy fascial membrane known as the lateral ptery- 
goid fascia, which extends from the pterygoid fossa 
to the prevertebral fascia. This fascia attaches along 
the line passing from the lateral margin of the carotid 
to the foramen ovale which is considered to be the 
upper attachment of the carotid sheath. 


* 


Fig. 5. View showing fascia going under the submaxillary gland, 
which is reflected, and the extensions anterior to the mandible and 
hyoid bone. 
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Fig. 6 (1) Platysma; (2) sternomastoid; (3) omohyoid; (4) 
sternohyoid; (5) fascia reflected from the submaxillary gland. 


Surgical importance 


Upon reviewing the anatomy of the cervical fas- 
ciae it becomes obvious that they extend to all parts 
of the neck. However, there is very little interest 
attached to the part lying behind the bodies of the 
vertebrae. To quote Barnhill’: 


The reason for this is that nearly all the diseases of the neck 
of an infectious and suppurative nature occur in the preverte- 
bral structures, which comprise approximately the anterior 
one-fourth of the neck. Infective and suppurative diseases of 
the neck are nearly always secondary to primary foci in the 
head. The tissue of the neck with the exception of the gullet 
and trachea are sterile, and would remain so were it not that 
drainage from the teeth, tonsils, and nasal accessory sinuses 
is almost wholly into the prevertebral spaces of the deep cer- 
vical fascia. . . . Infections of the neck are almost wholly sec- 
ondary to diseases of the sinuses, teeth and tonsils. Lymph 
or blood streams carry this infection wholly to the anterior 
regions of the neck and the structures of the neck which 
predispose to secondary development of infection and abscess. 


When one considers the cervical fasciae and the 
muscles of the cervical area from the surgical point 
of view, he must remember that disease which 
simply involves these two systems is extremely rare. 
As a result, they owe their surgical importance to 
other reasons. Basically the surgical use of the 
muscles in the cervical area is that of being a re- 
liable guide for operative procedures. However, 
there are many reasons why the cervical fasciae are 


Fig. 7. Carotid artery and bifurcation, along with the vagus and 
the jugular vein. Fascia is reflected from the parotid gland. 
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important and they generally consist of the follow. 
ing: 

1. They act as a wrapping for the various muscles 
and viscera of the area of involvement and securely 
and safely enclose these organs either as individual 
structures or groups and protect them against disease 
and mechanical damage. 

2. The interval of space between these fascial 
planes is filled with connective tissue which enables 
the various nerves, lymphatics, and blood vessels to 
run. 

3. These fascial planes, because of their longitu- 
dinal flow, allow for the transfer of pus into these 
spaces with a relative degree of ease without much 
resistance from the connective tissue between these 
planes. Therefore, if one is familiar with the loca- 
tions of the loose connective tissues in these spaces, 
he will be able to properly locate the areas where 
pus is most likely to follow and collect. This will 
allow him to approach these areas and evacuate 
them with a relative degree of speed, safety, and cer- 
tainty. 


hs 


Fig. 8. Anterior compartment of visceral fascia. 


4, These planes between the fascial sheaths them- 
selves act as guides. When they are properly en- 
tered and followed the surgeon is able to reach the 
source of disease without entering dangerous zones 
of the neck. 

5. The thickness and toughness of various areas 
of the cervical fascia must also be considered. In 
many areas, because of its thickness over a particular 
viscera, this fact will serve to guide the surgeon to 
where he expects infection to “point.” For example, 
in the area of the parotid, this is very important 
surgically when there is an abscess of the parotid, as 
pus collections in this area meet great resistance 
in the outward direction because of the external 
thickness of the fascia (Fig. 9). However, it meets 
only slight resistance when it travels inward. As a 
result, generally speaking, for this reason a parotid 
gland abscess almost never breaks in an outward di- 
rection but usually ruptures in from the pharyngo- 
maxillary space. Also, the fasciae surrounding this 
area which adjoin the deep fascia of the parotid are 
known to be much thicker, especially in the area of 
the hyoid bone, the angle of the jaw, and the super- 
ficial fascia of the parotid gland itself. Another ex- 
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Fig. 9. Parotid fascia reflected, exposing the parotid gland. 


ample of this is in the case of Ludwig’s angina. Be- 
cause of the fasciae, suppuration will be buried 
between the floor of the mouth and the infrahyoid 
region which is strongly attached to the hyoid bone. 
This will certainly occur in the area of the digastric, 
which is attached to the body of the-hyoid and an- 
teriorly to the genial tubercle on the inner surface 
of the mandible. Pus on the floor of the mouth can 
descend primarily only to the hyoid bone, then sec- 
ondarily, to follow the posterior belly of the digastric 
back to the carotid sheath. 

From the preceding review of the carotid sheath, 
which is embedded in loose connective tissue, it is 
easily understandable how readily this tissue can be 
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separated from the surrounding tissues by pus under 
pressure, and, as a result, an abscess on the floor of 
the mouth may ultimately find its way along the 
digastric muscle and down along the carotid sheath 
deep into the neck. From the following it is obvious 
that the cervical fascia is by far the most important 
structure in the neck, from a surgical point of view, 
in aiding in early diagnosis and performing safe 
operations in this area. Also from the area formed 
by the different junctions of the fascial planes, which 
are usually filled with connective tissue and are 
easily separated by blunt dissection or by pressure 
of pus, it is usually found that the primary areas of 
the neck that will form these areas of involvement 
are (1) along the carotid sheath, (2) along the floor 
of the mouth, (3) in the mastoid notch, (4) deep 
between the parotid gland and submaxillary gland, 
and (5) in the prevertebral area. Generally speak- 
ing, the statistics show that “diffusion of suppuration 
of cervical processes tends to follow a predetermined 
anatomical path indicated by the architectural ar- 
rangement of the muscular and fascial planes of the 
neck,”? 744 Burton St., S.E. 


I would like to acknowledge the guidance, instruc- 
tion, and encouragement given to me by Dr. J. Ernest 
Leuzinger, Professor and Chairman of the Depart- 
ment of Otorhinolaryngology, Bronchoesophagology 
and Ophthalmology, and Dr. Angus G. Cathie, Pro- 
fessor and Chairman of Anatomy. For their advice 
and aid in photographing the cadaveric dissections 
of the cervical area, I would like to thank Robert 
Swain and Joseph Glickel. 
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The “industrial back’* 


CHESTER H. LYON, D.O., Los Angeles, California 


An “industrial back” is one that was injured “on the 
job.” It is the same type of injury occasioned by fur- 
niture moving during spring house-cleaning, or sus- 
tained during a rear-end automobile collision. 

Because of labor’s pressure lobbying, all states 
have Industrial Accident Commissions which are 
supposed to protect an injured working man. Instead 
of protection, he is harried by repeated hearings, 
numerous examinations by insurance company and 
Commission doctors, and uncounted visits to his at- 
torney, before he receives an award—which is paltry 
in comparison with his loss of income from loss of 
work. Much worse is the psychologic problem of a 
bad back which he will nurse for the rest of his life 
and which will follow him wherever he seeks em- 
ployment. 

To me, it is a paradox that even the poorest of the 
educated medical fraternity will treat a bad ankle 
sprain by restoration of anatomic alignment, and 
maintain that alignment with taping or casting to al- 
low ligamentous healing. On the other hand, even the 
orthopedic specialist who is confronted with an in- 
jured back immediately after its onset, because he 
cannot see the edema at the apophysial joints, will 
proceed to apply 15 to 30 minutes of heat twice or 
three times weekly, use no support, and blithely tell 
the patient to be active but not necessarily work. 
How are those ligaments expected to heal when every 
attempt by nature to bridge the tear is disrupted by 
normal movement of the spine and trunk? 

If our thinking were consistent, we would attempt 
to restore normal anatomic position to the injured 
spine and then immobilize it with taping, corset, or 
complete bed rest for 4 weeks; then the patient’s 
body would have an opportunity to repair the liga- 
mentous damage. It is true that this may not always 
be accomplished, as there may be intrapositional tis- 
sue between the torn ligamentous ends, but at least 


*Presented at the annual meeting of the American Osteopathic Acad- 
emy of Orthopedics, Los Angeles, October 26, 1959. 
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we have given nature a chance to perform this func- 
tion. : 

After these evangelistic utterances, I shall return 
to the subject of the industrial back. Of course, a 
minutely careful history of the accident is important, 
including the date, time of day, the position of the 
patient and his actions at the time of the injury, and 
whether he reported it to his foreman or employer. 
It should also include the names of the doctors who 
treated him and the types of treatment administered. 
The initial pain—its severity, location, and time of 
onset in relation to the injury—as well as disability 
caused by the injury and progress of the complaint 
are of marked importance. Has it improved? Has 
the location changed? Has the character of the pain 
been affected by time or treatment? All of these are 
salient points to be elicited by careful questioning 
by the examining doctor. Previous history, including 
operations, previous industrial injuries, previous ac- 
cidental injuries, and severe illnesses should not be 
overlooked in evaluating the patient. All these points 
are important in rendering a fair and unbiased 
report. 

The doctor must use his powers of observation in 
these cases. How does the patient change position? 
How does he walk? How does he remove his cloth- 
ing? How does he get on and off the examining 
table? These observations will give a greater insight 
into his condition than all the words that he uses in 
telling of his pain and distress. 

After the patient is undressed, he is examined. 
Following is my own routine, but it is by no means 
the only satisfactory one: 

I sit down behind the standing patient and ex- 
amine his leg length. Are the legs equal? Note if he 
has any scoliosis. Examine for excess lordosis or 
kyphosis, abnormality of the levels of the gluteal 
folds, any atrophy of the gluteal musculature, vari- 
cose veins, varicose ulcers, flat feet, pronated ankles, 
or genu vulgus or varus of more than normal degree. 
All positive findings are noted on a history card. 
Forward bending is then performed by the patient. 
The distance between the floor and the fingertips in 
inches is noted on the chart. I also evaluate the 
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lumbar flexion according to degrees. I note whether 
he is guarded in either forward bending or returning 
to the erect position, and if there is any compensa- 
tory motion in the hips. 

The patient is then asked to hyperextend the spine 
and the degree that the dorsal and lumbar curves 
change is noted. Is pain associated with this motion? 

Then left and right lateral bending are performed 
by the patient, and any difference in the arc of mo- 
tion is noted. 

All the preceding motions are carried out with the 
knees straight, and all, except lumbar flexion, with 
arms at the side and palms against the thighs. 

The patient is then asked to get up on the ex- 
amining table in a supine position, and then to raise 
himself up and reach toward his toes. We then test 
lumbar flexion and measure the distance of the 
fingertips from the toes. With the patient in a full 
supine position, the chin is flexed on the chest; and 
if pain is elicited, the area of pain is determined. 
Then Lesague’s, Kernig’s, and the Figure 4 tests are 
performed and the results noted. Achilles’ reflex, 
knee jerk, and extension and flexion of the big toes 
are checked; Babinski reflex and dermatone sensi- 
tivity to pin prick are compared in both lower ex- 
tremities. The circumference of the thigh is meas- 
ured 4 inches above the upper pole of the patella in 
both extremities, and recorded. Similarly, a measure- 
ment is taken 4 inches below the lower pole of the 
patella on each leg and the results recorded. The 
patient is then told to turn to a prone position and 
watched as to the ease in turning over. Ely’s test is 
performed. Paraspinal muscle spasm is determined 
by palpation and noted as to the levels of the spinous 
processes if it is found, as for example from L2 to $1 
on the right. The spinous processes are palpated for 
tenderness. Finally, the thighs are raised and de- 

creased joint mobility in the lower spine is noted. 

The patient again returns to a supine. position. I 
check the abdomen, noting any surgical scars, 
masses, and areas of tenderness. With the patient 
sitting on the side of the examining table, I check 
the blood pressure, pulse, heart, and lungs, and then 
examine the nasopharynx and teeth, of course noting 
any pathologic conditions encountered. On all male 
patients with low-back problems, the prostate is 
examined digitally; on female patients, a vaginal ex- 
amination is performed if it seems indicated. 

Roentgenographic studies are then performed; an- 
teroposterior, lateral, and right and left oblique 
views are taken. After the films are studied it is time 
to make a diagnosis. 

The most common finding is unstable lumbar or 
lumbosacral spine with ligamentous injury, with or 
without radiculitis. The second most common diag- 
nosis is spondylolisthesis of the lumbosacral spine. 
Other findings are degeneration of the intervertebral 
disk with narrowing of the joint space; osteoarthritis; 
fractures of the bodies or spinous processes; and oc- 
casionally malingering. Sclerosis of the articular 
facets and occasionally a “kissing spine” are also 
noted. 

The report that is made from all of the foregoing 
is the important document which will aid the pa- 
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The report that is made . . . is the 
important document which will aid the 
patient, his attorney, and the 
insurance company or the Industrial 
Accident Commission in evaluating 
the man’s disability. It behooves us to 
put forth our best efforts; by this 


report you and your profession are judged 


tient, his attorney, and the insurance company or the 
Industrial Accident Commission in evaluating the 
man’s disability. It behooves us, as osteopathic ortho- 
pedic men, to put forth our best efforts; by this re- 
port both you and your profession will be judged. 

The report should be a concise resume of the his- 
tory, the findings, and your opinion as to the cause 
of the complaint, diagnosis, and relationship to the 
history of trauma. In addition to the clarity of the 
report, its completeness and its conveying of the 
doctor’s mental picture of what he sees and what he 
finds in the way of working function and prognosis 
are important. A uniformity of terminology and 
standardization of the approach to reporting of per- 
manent disabilities is required. For that reason, a 
reading of Evaluation of Industrial Disability, a book 
prepared by the Committee for Standardization of 
Joint Measurements in Industrial Injury Cases of the 
California Medical Association and the Industrial 
Accident Commission of the State of California,’ is 
almost mandatory reading so that your report may be 
understood by the Commission referees, attorneys, 
claims adjusters, and other physicians. 

Who sends the patient to your office is important. 
If it is the patient’s attorney, he will be interested in 
the progress the patient has made with former phy- 
sicians. Was the treatment correct? Was the diag- 
nosis correct? Is the condition permanent and sta- 
tionary? What future treatment, if any, would you 
advise? What is the prognosis of the case? Are there 
any restrictions on types of work or limitations on 
amount and weight in lifting? These facts will aid 
him in his presentation before the Commission ref- 
erees. 

When the patient is sent by insurance carriers 
for evaluation, they usually accompany the examina- 
tion with all previous reports. What they primarily 
want is the diagnosis, recommendations as to work- 
ability, and prognosis. Some insurance company 
claims managers will prefer that you recommend 


_ continued treatment, but allow return to work; oth- 


ers will prefer no recommendations as to treatment, 
but the diagnosis and prognosis are all-important. 
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Many insurance companies will advise you to do an 
extensive laboratory work-up, so that some patho- 
logic condition of blood or urine will give them an 
“out” on the case. 

If the patient is referred to your office for an inde- 
pendent examiner’s report, it is because the referee 
in the Industrial Accident Commission hearing has 
conflicting reports from both the employee’s physi- 
cians and the insurance company’s physicians, and 
he wishes an impartial opinion on the patient's con- 
dition. Fortunately, those referred by the Commis- 
sion for examination are preceded by all the reports 
from all the physicians for you to evaluate before 
and after examining the claimant, as well as all x-ray 
evidence which has been submitted in the case. 
This, plus the examination, usually gives a very clear 
picture of the situation and helps greatly in arriving 
at an unbiased diagnosis and recommendation. It is 
very important that the report to the referee state 
whether the condition is or is not permanent and 
stationary at this time, since an award cannot be 
made until that plateau in the patient’s recovery is 
reached. 

In the State of California, ratings for disability 
are made by a special department of the Industrial 
Accident Commission, and a physician cannot report 
25 per cent or total disability. Instead, he must con- 
vey a mental picture in his report as to loss of work- 
ing function. As can be readily seen, 100 per cent 
loss of an arm may be only 50 per cent of total dis- 
ability. The report of permanent disability findings 
should not be prepared until such time as the phy- 
sician in charge of the case reaches the conclusion 
that it has reached a permanent stage or that no 
further improvement or retrogression is to be ex- 
pected either from further surgical or physiothera- 
peutic measures. 

Pain is a ratable disability if it interferes with 
work or handicaps the individual in performance of 
his usual occupational duties. Likewise, sensory 
changes, circulatory changes, and muscle weakness 
are important. These are often difficult to convey in 
a report, but the Commission relies on the doctor 
for an adequate picture of the disability caused by 
such factors. The character, degree, and the location 
or extent of the area involved should be carefully 
described, and where indicated there should also be 
included an opinion as to the functional handicap 
caused by such disability. 

In back injuries, it is usually not limitations of 
motions which are the disabling factors, but pain, 
weakness, and inability to follow sustained activity. 
The location, character, and degree of pain should 
be described, as well as whether it is constant or in- 
termittent and the circumstances under which it de- 
velops. 

The examiner should express his estimate of any 
weakness and lack of endurance of spinal muscles, 
such as tiring on walking, and the degree of these if 
present. When the patient is wearing an artificial 
support, the fact should be mentioned, including the 
type of support or length of time since it was dis- 
carded. If the patient is not totally disabled, the 
kind or kinds of work which the examiner thinks the 


patient can do will be of assistance in evaluating the 
‘lisability. 

Many low-back patients are sent to me for evalua- 
tion by their attorneys, after they have been treated 
by various methods from physiotherapy to shots and 
pills, from manipulation to rest, and it is difficult to 
evaluate the patient. Many of these patients are 
vague in the nature of their complaints, and many 
of the physical signs are not too evident upon ex- 
amination at this late date. 

If there is any doubt in my mind that the patient 
may have cause for complaint, even though he was 
discharged as fit for work by the previous attending 
doctors, I will recommend a nonsurgical reduction 
and application of an antigravity cast. It is surpris- 
ing and gratifying how many of these patients will 
come back and tell you that this is the first relief 
that they have had since their injury. What is more 
important, when they report this to the Industrial 
Accident Commission referee, he will naturally as- 
sume that you knew what was wrong with the pa- 
tient. He will then give your report added weight 
and will more likely acquiesce to your recommenda- 
tions and allow further treatment of the patient until 
the condition is stationary and permanent. 

Naturally, this nonsurgical reduction and casting is 
an office procedure performed without anesthesia. It 
consists of the lumbar roll on both sides and then a 
springing forward of the pelvis while the patient is 
suspended in the air. Following this, a plaster of 
paris cast is applied in the usual manner for an anti- 
gravity cast. Many know this cast by the name “sig- 
net ring,” because of its likeness to this object. The 
cast is allowed to remain on the patient for 4 weeks. 
I usually check the patient weekly. After removal of 
the cast, it is usually recommended that the patient 
obtain a P. C. Williams back brace, and here is 
where a problem often occurs. The moment an in- 
surance claims manager hears the word “brace,” he 
instinctively answers “No,” because in his mind if 
the patient is provided with a brace, it is as if you 
had given the patient an artificial limb. “He will need 
to use the brace the rest of his life,” is the thinking 
of the claims manager. Fortunately, this is not true. 
I try to explain that this is only to be used for 6 


A conscientious, painstaking 
examination, an honest appraisal, 
and a definite regimen to 
follow provide the best answer 
for the “industrial back,” which 
appears in your office for 


examination and treatment 


months to a year, but usually to no avail. I have 
found it expedient to advise patients to obtain 
the brace themselves and make a claim before the 
referee for the cost of it. I also start them on exer- 
cises at home and allow them to return to work, see- 
ing them about once monthly to assess the results. 
After 6 months to 1 year of wearing the brace, de- 

nding on their progress, I will discontinue use of 
the brace. If no trouble ensues, I will discharge 
them. 
For patients who have recurrences of low-back 
problems despite the use of the brace, I recommend 
surgical fusion and include this recommendation. in 
a supplemental report. 

In summary, a conscientious, painstaking examina- 
tion, an honest appraisal, and a definite regimen to 
follow provide the best answer for the “industrial 


back,” which appears in your office for examination 
and treatment. 6222 Wilshire Blod. 


1. California Medical Association: Evaluation of industrial disability. 
Prepared by Committee for Standardization of Joint Measurements in 
Industrial Injury Cases of California Medical Association and Industrial 
Accident Committee. Oxford University Press, New York, 1950. 


Discussion 


ARNOLD GERBER, D.O., Philadelphia, Pennsyl- 
vania 


Apparently Dr. Lyon believes that the term “indus- 
trial back” describes any acute lumbar sprain from 
lifting, pulling, or falling. This may well be. I do 
not question the frequency of acute lumbar sprain 
or acute lumbar strain with or without associated 
myositis, but I think that mention should be made 
of the herniated intervertebral disk as one of the 
problems that result from back injuries. The speaker 
alludes to the unstable lumbar or lumbosacral spine, 
with or without radiculitis. He also describes a com- 
petent neurologic component in his objective evalua- 
tion of the patient, yet he makes no mention of the 
most frequent cause of sensory or reflex change in 
the lower extremities under these circumstances. 

A patient with a bilateral neuralgia or radiating 
ache does not necessarily have radiculitis. The dis- 
comfort is an extension of the pain process in the low 
back and not, as implied, an inflammatory change in 
the nerve roots. In my experience this transmission 
or radiation of low-back discomfort bilaterally or 
even only to one lower extremity differs markedly 
from the sharp, intense pain of radiculitis, plus the 
fact that there is no objective sensory change. If 
there is one-sided sciatica or femoral neuralgia, par- 
ticularly if the extremity pain is alone or delayed in 
onset after the start of low-back pain, I hesitate to 
consider the diagnosis as lumbar sprain. This patient 
has a herniated fourth or fifth lumbar intervertebral 
disk until disproved. It must be remembered that a 
herniated fourth lumbar intervertebral disk with 
compression of the fifth lumbar nerve root frequent- 
ly presents no reflex or sensory change. If Dr. Lyon 
is describing one form of low-back injury I will carry 
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the debate no further, but if he implies with his title 
“The Industrial Back” that it is all-inclusive and the 
subject described is the typical injured workman, I 
then feel an issue must be made. No wonder these 
men nurse a bad back for the rest of their lives. They 
were never diagnosed correctly. 

I also question the frequency of occurrence of the 
injury described as “torn ligamentous ends.” Is this 
a minimal or maximal gross description of the liga- 
ments, or is it rather a slight parting of the fibers 
which could only be perceived microscopically and 
revealed in gross form as edema and ecchymosis? 
The pathologic picture of “torn ligamentous ends 
with possible intrapositional tissue,” is, I believe, 
entirely conjectural. 

I would like to know what is being reduced? How 
is it being reduced? Why is it being reduced? 

With acute lumbar sprain or acute lumbar strain 
rest is paramount and probably the only basic form 
of therapy. Regardless of how it is applied-—complete 
bed rest, traction, brace, or cast—the main point is 
that the back musculature and ligamentous struc- 
tures are placed at rest. I consider casting a means 
of protracted bed rest with the patient carrying the 
bed about with him. This is good treatment in my 
opinion. These patients are casted in extension on a 
Goldthwait frame or a modification thereof. 

The subacute or chronic lumbar sprains are han- 
dled differently. I advise manipulation under anes- 
thesia to break through.the cycle set up by persistent 
osteopathic arthrodial lesions. This is then followed 
by casting for 4 to 6 weeks and subsequent return to 
full activity. The use of anesthesia in these patients 
has been found to be excellent in counteracting any 
iatrogenic increase in the symptom complex. 

The examination and appraisal must be for the 


maximal advantage of a patient, not a client. 
5040 Chestnut St. 


Discussion 
JAMES C. BOLIN, JR., D.O., Kansas City, Missouri 


During these past 3 years while practicing in a large 
industrial area, I have encountered many problems 
such as Dr. Lyon discusses. To some extent I realize 
not only the physical trauma but also the psychologic 
trauma that a person with an industrial injury under- 
goes. It has been my experience that in too many 
cases there has been the problem of being for or 
against an insurance company with an occasional 
biased opinion rendered by the examiner for this 
reason. It is well known that compensation cases are 
special problems and as a rule they require a longer 
healing period. The percentage of disability in the 
final result is usually greater than in the average 
case. Contrariwise, some compensation cases may 
be hurriedly completed and granted as having a 
compensation neurosis. 

When it is considered that the working man is in 
danger of being deprived of his livelihood, and relief 
for his disability appears to be remote, it is under- 
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standable that he could develop an anxiety neurosis. 
Instead of labeling him as neurotic, when it is un- 
derstood that compensation is involved, one should 
think of the many patients he sees in private practice 
with identical complaints, who have no thought of 
compensation. Men in industry are usually rugged; 
the group should not be condemned for the faults 
of a few. The degree of complaint may depend upon 
the individual's threshold of pain. In compensation 
cases there usually is a cause for complaint; more 
frequently these symptoms are exaggerated. The pa- 
tients want time to tell their story. Frequently they 
are referred to a physician they do not know. They 
want to talk with someone who understands them. 
They do not want to be misunderstood. 

Industrial injuries to the back are definitely on the 
rise, and I believe that our mode of living may ex- 
plain this somewhat. The average American drives 
to work in his automobile, walks a short distance, 
and works on a highly developed production line, 
on many occasions doing one specific type of work 
for the greatest part of his working day. Following 
his day’s work, he gets back in his car, drives home, 
walks to the living room, sits down in a soft chair, 
and spends the evening watching television. This 
identical procedure is repeated day in and day out, 
with little thought to adequate exercise and keeping 
the muscles in proper tone and strength. When a 
sudden forceful activity is necessary, the back is not 
used to this and an injury develops. From there it 
develops into a compensation case, either with or 
without the help of an attorney. 

It is true there are malingerers. However, in physi- 
cal examination these situations can usually be 
found. I believe Dr. Lyon’s method of examination 
is very thorough. We also must try to determine dur- 
ing the examination if there is malingering or hys- 
teria. A malingerer is one who intentionally and 
falsely pretends, who exaggerates or conceals evi- 
dence of physical injury out of proportion to the 
actual disability that exists. Hysteria is a state of 
mind in which one actually believes himself to have 
a disease or physical disability from injury, which 
actually does not exist. 

The physician is often called upon to distinguish 
between exaggeration and existing disease or injury. 
In industrial injuries, especially to the back, this is 
not an easy task. Examination where deception or 
exaggeration is suspected should be undertaken with 
a strictly impartial attitude on the part of the ex- 
aminer. In order to gain his purpose, the malingerer 
must use subterfuge, and exaggeration is usually ob- 
vious no matter how cleverly it is performed. He 
usually exhibits slyness of expression and carefully 
watches the examiner in his various procedures. He 
may often try to impress the examiner with the im- 
portance of his case, and frequently states what an 
honest person he is. Of course his primary complaint 
is pain, which is subjective and cannot be felt or 
observed by the examiner. Pain can be verified, and 
the extent and intensity of pain may be evaluated 
through tests and observations carefully planned and 
executed through a physical examination. Pretended 
pain can be detected only by thorough examination. 
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The absence of pain can be proved by tests, which 
confuse the patient to the extent that he will make 
false complaints and signs that do not correspond 
to clinical examination. A person who is actually in 
pain will usually show a definite degree of faintness, 
pallor, or changes in facial expression. 

In back disabilities one may attempt to prove that 
the point of tenderness is not constant. One way is 
to apply pressure at the painful point and mark it, 
distract attention by examining some other part of 
the body, and press on the tender area. Or, after 
marking the point, finish other examination proce. 
dures and come back and again ask the position 
of the tender point. If it is not closer than 2 inches 
from the marked area, exaggeration is suspected. 
Another way is to suggest a certain point and mark 
it. Later suggest a nearby point and note whether 
the pain shifts with suggestion. A fourth way is to 
move or ask the patient to move the part in resist- 
ance to a muscle group that is nearby, but in no 
wise associated with the muscle group or related 
joint of the affected area. If he complains of pain 
in the muscle group or related joint which corre- 
sponds to the allegedly painful region, judge in- 
accuracy of statements and correlated reactions, 
This is best done by using a flexor group, where an 
extensor group may produce pain in the joint or the 
ligament allegedly painful. Five, where the same 
muscle serves more than one movement, as for in- 
stance the latissimus dorsi muscle, it may appear to 
be painful when standing or an effort to lift, yet con- 
tractions of the same muscle in the act of pushing 
downward and backward may cause no complaint. 
Six, diminution of muscular response is noted for 
atrophy and even prominent inflammation. 

With careful direct and indirect methods, ma- 
lingering and exaggeration of symptoms can usually 
be verified, and this is extremely important in the 
evaluation of the “industrial back.” In my own prac- 
tice, strain has been the most common finding. In 
the traumatic sense it is a minor injury undergoing 
rapid repair, if uncomplicated. However, unfortu- 
nately, as Dr. Lyon mentioned, the treatment given 
to many of these patients is 15 to 30 minutes of heat, 
with no support, and traumatic strain develops into 
a chronic strain. This becomes a chronic pathologic 
state in which the tissues are hyperplastic and re- 
sistant, or one in which there is fibrocytis of inflam- 
matory origin. Chronic strain could be eliminated 
in many cases if adequate care during the initial 
injury were instigated as outlined by Dr. Lyon. The 
second most common injury that I have found has 
been a sprain brought about by a sudden twisting 
or wrenching, twisting the ligaments until they 
become sore or separated from their attachment. 

In a sprain there is an immediate disability, and 
the symptoms are more severe than in the case of 
strain. There is severe suffering accompanied with 
nausea and faintness. The injury may be severe, 
falling slightly short of fracture or dislocation. Deep 
muscle rigidity occurs promptly, and there is a defi- 
nite localized area of deep sensitivity and tender- 
ness. To prevent disability adequate care must be 
given these patients. 
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I cannot agree with Dr. Lyon on his diagnosis of 
spondylolisthesis in regard to industrial injury. I be- 
lieve this to be a pre-existing condition, unrelated to 
industrial injury. The prevalent concept of the 
causation of symptoms of spondylolisthesis is a de- 
fect in the pars intra-articularis of the fifth lumbar 
vertebra, and there is usually instability in that area 
upon the sacrum, and a consequent tendency to pro- 

essive forward slipping. Many patients in the 
third, fourth, or fifth decade of life, with no previous 
back symptoms, may develop back diffculty without 
injury or only trivial injury, and the roentgenograms 
reveal a first or second degree spondylolisthesis. 
Frequently roentgenograms taken for other condi- 
tions reveal a second or third degree spondylolis- 
thesis, although the patient has no history of back or 
leg pain. Many patients with so-called unstable 
backs have been able to work for many years at the 
hardest kind of physical activity, until suddenly 
something ‘starts the train of symptoms. In a large 
series by Friberg,’ there was found no correlation be- 
tween the degree of the forward displacement and 
the degree of the symptoms. It appears that pro- 
gressive displacement may occur, but only in child- 
hood; immediate displacement will occur rarely in 
adults as a result of severe injury, from fracture to 
the transverse process and articulations and tearing 
of the annulus. If the symptoms were caused by 
displacement alone, pain should be most marked 
during early childhood, which is not the case. Sur- 
gical exploration of these cases has revealed that 
the symptoms of spondylolisthesis are not caused by 
instability of the body but by nerve root compres- 
sion and irritation. It is my opinion that spondylolis- 
thesis is a pre-existing condition and not the result 
of an injury, the condition being found during rou- 
tine x-rays following a back injury. 

In evaluating the “industrial back,” I believe it is 
important to realize fully the mechanism of the in- 
tervertebral disk. I have found a surprising number 
of industrial cases diagnosed as sprain, neuritis, sci- 
atica, and so forth, who on examination by previous 
doctors exhibited no neurologic findings relative to 
nerve root pressure. However, it must be borne in 
mind that it is possible to have an extruded or bulg- 
ing intravertebral disk with no neurologic findings. 
In a series of 400 cases studied, I could find very 
little relationship to narrowing of the intervertebral 
space or disk disorder. Frequent and repeated neu- 
rologic examination should be made on all patients 
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under observation, because neuroligic changes may 
be transient and their character overlooked. It has 
been my finding that the usual areas of sensory loss 
with single root involvement are rather small and do 
not follow the usual anatomic charts. If straight leg 
raising causes traction on the fifth lumbar or first 
sacral root, it is continued often to accentuate the 
neurologic findings that these roots are involved. 
The principle is to utilize the test in which the pa- 
tient sits on the table with legs fully extended and 
then stretches down with his fingers toward his toes 
for a period of 4 or 5 minutes. During and imme- 
diately following this test the power and extension 
in the great toe and the sensation of the foot are 
tested. 

The patient then sits up quickly, with his legs 
over the table, and the reflexes are examined. The 
hyperextension is performed with the patient sitting 
on a stool beside the table, and his back hyperex- 
tended across the table for 4 to 5 minutes. The 
reflexes, sensation, and motor power are tested re- 
peatedly. In some disk cases, this brings out neuro- 
logic findings. Both tests are invaluable since many 
patients will show no positive findings until they are 
performed. If sufficient time for healing has elapsed 
or if the patient has been adequately taken care of 
and symptoms still persist, many times I am in favor 
of a diagnostic myelography. If this is negative, a 
discogram is performed, regardless of whether neu- 
rologic findings are present or absent. Frequently 
the previously judged neurotic or malingerer will be 
found to have disk disease by using this approach. 

I especially like Dr. Lyon’s recommendation of 
using an antigravity cast. It has been my experience 
that great benefit can be derived from the applica- 
tion of this cast. I am in complete agreement with 
his long trial periods of conservative treatment on 
these cases. I have found that by using this formula 
the patient can be benefited both psychologically 
and medically, and in most cases he will be able 
to return to his original occupation. 

In closing I can only re-emphasize the importance 
of careful history, thorough physical examination, 
and adequate treatment in the industrial back. 

1001 Scarritt Bldg. 


1. Friberg, S.: Cited by Gill, G. G., and White, H. L.: Mechanisms 
of nerve-root compression and irritation in backache; surgical decom- 
pression in intervertebral disk conditions—spondylolisthesis, spina bifida 
occulta and transitional fifth lumbar vertebra, in Clinical orthopaedics 
#5, edited by A. F. DePalma. J. B. Lippincott Co., Philadelphia, 1955, 
pp. 66-81. 
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Twin pregnancy and delivery 


Review of the literature and analysis 


of 188 consecutive twin pregnancies* 


PAUL P. MITROS, D.O., Detroit, Michigan 


Multiple pregnancy is, perhaps unnecessarily, pre- 
dominant among those conditions which are known 
to contribute to fetal loss. It is the purpose of this 
paper to review the causes of this aspect of fetal 
wastage and elucidate the relationship of controlla- 
ble factors in twin delivery to twin survival. A 
group of 188 consecutive twin pregnancies will be 
analyzed in this connection. We shall also attempt 
to examine factors which enhance the perils to 
which twins are prone, with special reference to the 
proper interval-delay between the delivery of the 
first and second twin, a point upon which no univer- 
sal agreement exists. 

There is only one real point of agreement concern- 
ing twin deliveries: infant losses occur more fre- 
quently when there are twins than when there are 
single births.' 


Review of literature 


Fetal loss * Kurtz, Keating, and Loftus? of the Mar- 
garet Hague Maternity Hospital state that the great- 
est single factor in fetal loss in twin deliveries is 
prematurity, immaturity, or a combination of both. 
Twin pregnancy is itself one of the more common 
causes of prematurity. Yet it remains undiagnosed 
before delivery in about half of the cases. Stone and 
Donnenfeld’ report toxemia as a frequent complica- 
tion of multiple pregnancy. This is substantiated by 
the findings of Allen,’ and those of Little and Fried- 
man* of the Sloane Hospital for Women. Munnel 
and Taylor,’ in their analysis of multiple pregnan- 
cies, found greater than expected frequencies of 
polyhydramnios, placenta previa, abruptio placen- 
*Presented at the annual meeting of the American College of Osteo- 
pathic Obstetricians and Gynecologists, San Antonio, Texas, February 
25, 1960. This paper was prepared under the supervision of James G. 


Matthews, Jr., D.O., chairman, Department of Obstetrics and Gynecol- 
ogy, Detroit Osteopathic Hospital, Detroit. 


tae, cord prolapse, uterine inertia, and fetal distress. 
Nesbitt® added prolonged anesthesia, uterine con- 
traction ring, and intrauterine manipulation. 

With reference to the relative difference in mor- 
tality rates between the first and second twin, com- 
parative studies are divided in opinion but most 
investigators believe that death occurs more fre- 
quently in the second-born. Anderson,’ in an analy- 
sis of 397 twin pregnancies, noted that nine out of 
ten stillbirths due to hazards of birth occurred in 
twin B. Contradictory views were expressed by Pot- 
ter and Crunden,® Potter and Fuller,? and Donnel- 
ly.1° The last reported that mortality for second 
twins was not significantly greater than for first 
twins. She did, however, note a significantly greater 
death rate for second twins weighing 1,001 to 2,500 
grams. 

Little and Friedman,’ to clarify the disparity, tab- 
ulated data from the literature covering a period 
from 1956 to the end of 1959. Their work definitely 
supported the contention that mortality is greater in 
twin B. A study of multiple pregnancies from a pe- 
riod of 1947 to 1957 also substantiates this.* 

Kurtz, Davis, and Loftus™ also found in their 
study of triplets that the second- and third-born 
babies suffered a perinatal loss two and one half 
times greater than the first-born, which corresponds 
with the greater birth hazard of the second twin. 

Carston,”” in a study of 211 consecutive cases at 
Grace Maternity Hospital in Halifax, reported that 
twice as many second twins as first twins perished. 
Of the 211 cases, 15 first twins were adversely af- 
fected as follows: 


Four stillbirths 

Four neonatal deaths (two cases of prematurity, 
one of congenital heart disease, and one unex- 
plained ) 

Four infants resuscitated and lived 

Two infants lived, but left the hospital with some 
residual spasticity 

One left the hospital with a cephalic deformity. 


Thirty-eight second twins were adversely affected: 


Nine stillbirths 

Six neonatal deaths (two prematurity, two sub- 
arachnoid hemorrhage, and two unexplained ) 

Twenty-three resuscitated (twenty lived and three 
died in the first week). 


Anoxia * There is evidence that anoxia occurs more 
frequently in twin B. Hingson and Hellman," in an 
analysis of breathing and crying times in twins, dem- 
onstrated significantly prolonged reaction times in 
second twins. Carston’s’* breakdown shows that four 
times as many second twins had to be resuscitated as 
first twins. Factors which may explain this discrep- 
ancy are few. One such factor may be the less fa- 
vorable position of the second twin in the uterus 
during labor, rendering it more liable to direct trau- 
ma from the contracting uterus. Another possible 
factor is the reduction of uterine capacity following 
delivery of the first twin, which may alter blood flow 
in the placenta and cause anoxia in the baby remain- 
ing in utero. This in turn may be aggravated by the 
cumulative effect of prolonged anesthesia. 


Early diagnosis * One main alterable factor is early 
antepartum diagnosis of multiple pregnancy. As was 
mentioned earlier, many studies reveal that over half 
of multiple pregnancies are not diagnosed prior to 
hospitalization for delivery. The condition should be 
suspected if the uterus is unduly enlarged for the 
period of gestation. On palpation, the most reliable 
evidence is the finding of three fetal poles: two 
vertices and a breech, or two breeches and a vertex. 
Roentgenography may prove conclusive. A method 
now being used in diagnosis is electrocardiographic 
study; it has been shown that the fetal electrocardio- 
gram becomes large and clear rather suddenly at 19 
to 21 weeks of pregnancy. It provides a means for 
estimating the presentation of each fetus with great 
accuracy, as well as for the number of fetuses in 
utero. 


Methods of delivery * The literature is contradic- 
tory with reference to a preferable method of de- 
livery for twin B. Some suggest spontaneous deliv- 
ery of the first twin wherever possible followed by 
the immediate rupture of the membranes of twin B 
and manipulation to a longitudinal presentation. 
Eastman™ states that following the rupture of the 
second sac, one should attempt by combined ab- 
dominal and vaginal manipulation to adjust the fetus 
into a longitudinal presentation, either vertex or 
breech. If successful, pressure on the fundus will en- 
gage the presenting part and rapidly propel it down 
through the birth canal which has been so recently 
dilated. Pressure is continued until either spontane- 
ous delivery of the second twin eventuates, or an 
easy forceps or breech extraction is carried out. If it 
is impossible to manipulate the second fetus into a 
longitudinal position, or if pressure does not engage 
it in the pelvis, version and extraction should then be 
carried out on the second twin. 

Carston, on the other hand, assails classic text- 
book authors for their “laissez faire” attitude—ascer- 
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taining a longitudinal lie of the second twin and 
doing little or nothing more to aid in its delivery. 
He claims that this has probably been the cause of 
death in the second twin in many instances. Munnell 
and Taylor’ noted that operative delivery was ac- 
companied by higher fetal death rate in the second 
twin. Hawker and Allen*® reported a 19 per cent 
corrected mortality for forceps delivery. Their mor- 
tality for forceps delivery was five times as great as 
for version and extraction. 

There was no apparent increase in death rate of 
babies delivered by podalic version and extraction in 
several reported series. Bender and his associates*® 
advocated version and extraction whenever there is 
any delay in delivery of the second twin. Hofmeister 
and Paegel*’ report that version and extraction car- 
ried a higher infant mortality rate than any other 
type of delivery, with high forceps second. Lull and 
Kimbrough’ state that the use of podalic version and 
extraction is justified only on the basis of malpresen- 
tation, prolapse of the cord, and premature separa- 
tion of the placenta. Kurtz, Davis, and Loftus™ feel 
that internal podalic version has proved to be com- 
pletely unsatisfactory, and they suggest its use should 
be abandoned. 

Data published by Little and Friedman* showed 
that poorer diagnosis for twin B was noted in all 
delivery forms. It must not be forgotten, however, 
that the weight factor is rather influential. For large 
babies, all methods of delivery appear equally safe 
for twin B, with the exception of midforceps. For 
smaller babies the hazards of breech delivery seem 
to mount rapidly. The added risk of podalic version 
on very small infants seems to contribute toward 
increased second twin losses. Hazards of version and 
breech extraction are minimized in larger infants. 


Interval-delay between deliveries * Davis and 
Stevenson” report a wide difference of opinion as to 
how long a period may be permitted to elapse be- 
tween the birth of the first and second twins. There 
are reports of cases where many hours, even days, 
have elapsed. In general, it is believed best to inter- 
fere if more than a half hour passes without definite 
progress for, while the mother may not be affected, 
there is risk that retraction of the cervix may further 
delay the labor. 

Eastman™ says that in this day of modern obstet- 
rics, when the use of anesthesia is routine, it is im- 
practical to wait for any length of time between the 
delivery of the two fetuses; therefore, delivery of the 
second twin follows within a few minutes the birth 
of the first. All authors agree that evidences of fetal 
distress or maternal complications necessitate imme- 
diate delivery of the second twin. 

Various opinions have been offered regarding the 
preferable time interval for best fetal salvage. Beck*° 
advised artificial rupture of the membranes after 20 
minutes and said that it was a mistake to delay in- 
terference more than 1 hour. Other workers??? rec- 
ommend that an interval be allowed to permit the 
uterine muscle to contract, reducing the size of the 
cavity in order to make contractions more effective. . 
Greenhill?* felt that one should not wait longer than 
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1 hour. Munnell and Taylor® felt that since after 20 
minutes most second twins were delivered by opera- 
tive procedures, it is not advantageous to wait 
longer. Nesbitt® felt that there should be little 
delay between the births of the first and second 
twins. If the vertex did not enter the pelvis within 5 
minutes after delivery of the first twin, version and 
extraction was preferable to, further delay in most 
instances. 

Carston" added that risk to the second twin could 
be diminished by avoiding delay in delivery between 
the first and second twins. He states that the maxi- 
mum time interval should not exceed 15 minutes. 
Aided delivery of the second twin does not seem to 
affect the chances of survival; in fact, assisting the 
birth of the second twin and thereby decreasing the 
time interval may well protect the baby from intra- 
partum death due to anoxia. ' 

According to Lull and Kimbrough,’* in the major- 
ity of cases if nothing is done to effect delivery of the 
second twin, cessation of labor occurs for % hour or 
more. Delay in delivery of the second twin is not 
justified because of the risk to the baby from the 
possible occurrence of malpresentation, prolapse of 
the cord, or premature separation of the placenta. 

They further state that one should not wait for spon- 
taneous delivery nor for any specified period to 
elapse before delivering the second baby. As soon 
as the first baby is attended to, the patient is ex- 
amined to determine the presentation of the second 
twin. In their study, in only a few cases was the sec- 
ond twin delivered longer than 10 minutes after the 
birth of the first twin, and in over half the cases the 
second twin was delivered in less than 5 minutes. 
Hawker and Allen*® also advocate delivery of the 
second twin within 15 minutes of delivery of the first. 

In the study by Little and Friedman‘ of the peri- 
natal mortality of the second twin by interval-delay, 
by interval-delay and infant weight, and by interval- 
delay and method of delivery, the following was 
demonstrated: The median time range (2.5 to 14.9 
minutes) is emphasized as the period of low mor- 
tality, probably representing “middle of the road” 
management, involving neither excessive haste nor 
unnecessary delay. Spontaneous deliveries appear 
safest between 10 and 25 minutes, and this time in- 
terval seems to be reflected as the safest in all other 
forms of delivery. It is of interest to note that peri- 
natal deaths in the breech extraction and version- 
extraction groups became concentrated among sec- 
ond twins delivered within 5 minutes and after delays 
greater than 25 minutes.: One may conclude that 
version-extractions done with undue haste are ex- 
ceedingly hazardous to second twins. When there 
are prolonged delays before the birth of twin B, high 
mortality rates appear to be the rule regardless of 
the method of delivery. 

Stone and Donnenfeld,* in a study of 192 consecu- 
tive pregnancies, also concluded that the interval 
between delivery of the first and second twin is ap- 
parently a significant factor in the twin’s survival, 
particularly for smaller babies. 

Kurtz, Davis, and Loftus," in their triplet study, 
report that if the interval between delivery of the 


first and second born was less than 5 minutes, they 
had a 28.6 per cent mortality for the second baby. 
If the time was more than 5 minutes, the mortality 
rate rose to 60 per cent. They claim that successive 
deliveries should be effected as soon as possible, and 
if necessary, uterine contractions should be stimulat- 
ed by Pitocin infusion. 


Present study 


General statistics * The incidence of twins at De- 
troit Osteopathic Hospital from January 1, 1955, 
through December 31, 1959, was 188 cases in 21,133 
pregnancies, or 1 in 112 cases, or 0.89 per cent. The 
average age of the mothers was 27.6 years; the 
youngest at time of delivery was 17, the oldest 40, 
Of the total number, 101 (53.7 per cent) were under 
the average age and 87 (46.3 per cent) were over 
this age. This does not agree with others’ general ex- 
periences; for example, the figures reported from the 
Margaret Hague Hospital* showed 40.2 per cent of 
the mothers to be, under age 30 and 71.8 per cent 
were multiparas. Total fetal loss in both first and 
second twins was greater in mothers under the av- 
erage age than those over. Primiparas fared no worse 
than multiparas. Of the 188 mothers, 29 (15.4 per 
cent) were primiparas, 136 (72.4 per cent) were 
multiparas, and 23 (12.2 per cent) were grand multi- 
paras. Excluding elective cesarean sections but in- 
cluding those sections which were performed after 
the patient had been in labor, the average length of 
the first stage of labor was 4 hours and 53 minutes. 
The average length of labor for primiparas was 10 
hours and 9 minutes, while the average for multi- 
paras was 3 hours and 46 minutes. The length of 
labor did not show any particular pattern so far as 
mortality were concerned. The outcome of fetuses 
in this series is shown in Table I. There were 34 
deaths among 376 infants, or 9.04 per cent, corrected 
to 7.74 per cent. 


TABLE I—FETAL OUTCOME 


Neonatal 
Living deaths Stillbirths 
First twins 176 8 4 
Second twins 166 21 1 


Maturity * The average gestational age of the 
mothers in this study was 36.8 weeks. The earliest 
was 24.5 weeks and the longest 42.5 weeks. Fifty- 
nine (31.9 per cent) were at a gestational age under 
the 36.8 weeks while 129 (68.1 per cent) were over. 
These figures compare favorably with other studies 
even though 54 per cent of the mothers were undiag- 
nosed for multiple pregnancy before admittance. The 
great bulk of fetal loss was in the group under a 36.8 
week gestational age. Maturity according to weight 
was even less frequent than maturity by gestational 
age: 102 first twins (54 per cent) and 102 second 
twins (54 per cent) weighed less than 2,500 grams. 
All but two of the twins who died belonged to those 
premature groups. The lower the weight, the sharper 


the increase in percentage of mortality. Of the 188 
first twins, 94 (50 per cent) were considered prema- 
ture, 8 (4.0 per cent ) were considered immature, and 
86 (46.0 per cent) were considered mature. Coin- 
cidentally, the figures were exactly the same for sec- 
ond twins. The average weight of first twins was 
9,500 grams, and the average weight of second twins 
was 2,363 grams. The heaviest twin weighed 3,690; 
the lightest, 865 grams. The difference in weight in 
a set of twins, even when great, appeared to have no 
appreciable effect on salvage. According to Kurtz? 
this implies that intrauterine age or maturity is the 
determining factor in survival rather than birth 
weight. 

In a comparison of premature singlets by Kurtz,” 
it was found that more first and fewer second twins 
survive than single prematures. This corresponds 
with the fact that twins of given gestational age tend 
to weigh less than single infants of the same age, and 
that some mature twin babies are under the arbitrary 
limit of 2,500 grams. 


Sex * Of the first-born children, 50 per cent were 
males, and of the second-born, 46.8 per cent were 
males. Combinations of sex among the twins were as 
follows: Both female, 69 (36.8 per cent); both 
male, 63 (33.5 per cent); twin A male and twin B 
female, 32 (17.0 per cent), and twin A female and 
twin B male, 24 (12.7 per cent). In 132 pregnancies 
(70.3 per cent), both babies were of the same sex, 
and in 56 (29.7 per cent) they were of different sex. 
Thirteen male first twins were lost versus 1 female, 
and 14 male second twins against 6 female second 
twins, demonstrating greater vitality among the girls 
in both first and second twins. 


Presentation * At the time of delivery, 149 of the 
first twins (79.3 per cent) were vertex presentations, 
33 (17.6 per cent) were breech of some type, and the 
remaining 6 (3.1 per cent) were of some other type, 
including 3 transverse lies, 1 compound presentation, 
and 1 brow presentation. The second twin group 
contained 93 (49.5 per cent) breech presentations, 
66 (35.1 per cent) vertex presentations, 22 (11.7 per 
cent) transverse lies, and 7 others including 5 pro- 
lapsed arms, 1 brow, and 1 compound presentation. 

Of the vertex presentations 10 first and 10 second 
twins were lost. Two first breeches were lost, as 
compared with 11 second breeches. On a percentile 
basis there is an expected poorer prognosis, accord- 
ing to Kurtz and others,? for a twin presenting by 
other than vertex. Our statistics bear this out for the 
second twin but not for the first. Kurtz and his co- 
workers also feel that adverse presentations play a 
small part in the poorer salvage that is found in sec- 
ond twins. Combinations of presentations are shown 
in Table II, and methods of delivery in Table III. 

On twin A, the highest mortality occurred among 
those delivering spontaneously and by outlet forceps. 
However, it must be added that on two of the infants 
delivered by outlet forceps, autopsy subsequently 
revealed that congenital anomalies actually caused 
their death. Therefore, the incidence was much low- 
er than with low midforceps or cesarean section. 
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On twin B, total breech extraction, internal podalic 
version, and spontaneous deliveries accounted for 
almost all of the mortalities. 


TABLE II—COMBINATIONS OF TWIN PRESENTATIONS 


Twin A Twin B No. cases Percentage 
Vertex Breech 66 35.5% 
Vertex Vertex 61 32.4% 
Vertex Transverse lie 17 9.0% 
Breech Breech 16 8.5% 
Breech Vertex 10 5.3% 
Breech Transverse lie 6 3.2% 
Transverse lie Breech 3 1.6% 
Vertex Compound 2 1.0% 
Brow Breech 2 1.0% 
Breech Brow 1 0.5% 
Transverse lie Vertex 1 0.5% 
Compound Vertex 1 0.5% 
Breech Prolapsed arm 1 0.5% 
Vertex Prolapsed arm 1 0.5% 
TABLE III—METHODS OF DELIVERY 

Method No. cases Percentage 
Twin A 
Outlet forceps 90 47.5% 
Breech extraction 33 17.6% 
Spontaneous 25 13.5% 
Low forceps 15 8.1% 
Cesarean section 14 7A% 
Midforceps 10 5.4% 
Podalic version and breech extraction 1 0.5% 
Twin B 
Total breech extraction 88 46.8% 
Internal podalic version and breech 

extraction 34 18.1% 
Midforceps 17 9.0% 
Outlet forceps 17 9.0% 
Cesarean section 14 74% 
Spontaneous 10 5.4% 
High forceps 5 2.7% 
Low forceps 3 1.6% 


Interval between deliveries * Kurtz, Keating, and 
Loftus? found the optimum time for delivery ap- 
peared to be between 6 and 10 minutes for babies 
over 1,500 grams. As time intervals between deliveries 
of twin A and twin B went below 6 minutes or above 
10 minutes, the mortality rate rose sharply. In our 
study, of 22 twin B deaths, 11 were recorded as be- 
ing delivered in less than a 3-minute interval and 2 
were delivered over the 10-minute interval. The av- 
erage delivery time interval in our study was 6.5 
minutes. The shortest interval was 1 minute; the 
longest 35 minutes. Of the 188 twin pregnancies, 96 
second twins were delivered within an interval of 
less than 6 minutes, 72 were delivered in 6 to 10 
minutes, and 20 were delivered within an interval 
greater than 10 minutes. The highest mortality rate 
was found in the group delivered in less than 6 
minutes. 

Oxytocics were administered in 23 cases. Eight 
patients received a 1:8000 Pitocin solution in 1000 cc. 
of 5 per cent dextrose in water before the first twin 
was delivered, and 15 received it after delivery of 
the first twin. There were no deleterious effects noted. 
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Anesthesia * Conduction anesthesia—caudal, epi- 
dural, saddle block, or spinal, was used in 172 cases 
(91.5 per cent). Sixteen patients (8.5 per cent) re- 
ceived inhalation anesthesia either before or after 
the first twin was delivered. Although more mor- 
talities were associated with the former, when other 
factors such as prematurity and congenital anomalies 
were correlated, there was no difference in survival 
rate. 


Complications * Of the 188 mothers, 23 had com- 
plications. The most common complication was tox- 
emia of pregnancy which occurred in 10 cases (5.3 
per cent). There were 2 cases of placenta previa, 
1 of abruptio placentae, 3 cases of polyhydramnios, 
1 BandI’s constriction ring, 6 cases of prolapsed cord, 
and 1 case of severe anemia. There were two infant 
deaths associated with 1 case of placenta previa 
centralis at 34 weeks’ gestation, 1 death with a toxic 
patient at 37 weeks’ gestation, 2 with 2 cases of pro- 
lapsed cords, 2 at 33 and 30 weeks’ gestation, respec- 
tively, and 2 with 1 case of polyhydramnios, although 
these infants were classified as immature. There were 
no maternal deaths in our series. 


Discussion 


From the foregoing, it is clear that the greatest 
contributory factors responsible for fetal loss in twin 
deliveries are prematurity, immaturity, or a combina- 
tion of both. Twin pregnancy is itself one of the 
more common causes of prematurity, yet it remains 
undiagnosed in over 50 per cent of cases. 

It is obvious that about half of twin pregnancies 
do not receive the best possible prenatal care for lack 
of an early diagnosis. Effort should be directed to- 
ward early diagnosis and a rational regimen intended 
to reduce the incidence of premature labor in twin 
pregnancy. 

Prematurity alone fails to explain why twice as 
many second as first twins are lost. Additional fac- 
tors must be operative to explain this discrepancy. 
Perhaps one factor is the less favorable position of 
the second twin during labor, since he occupies the 
active uterine segment and is rendered more liable to 
direct trauma from the contracting uterus. This is 
especially true in the case of premature twins. An- 
other mechanical factor is the greater incidence of 
operative interference for the delivery of the second 
twin. A third factor is the time elapsing between de- 
livery of the twins. A possible factor is the reduction 
in uterine capacity which follows delivery of the first 
twin, which may alter the hemodynamics of the pla- 
centa and cause anoxia of a variable degree in the 
second twin. Kurtz and his coworkers? add the in- 
teresting note that version-extraction is a procedure 
rapidly going out of vogue because of the high inci- 
dence of fetal mortality associated with the proce- 
dure. 

From this study we offer the following suggestions 
for twin pregnancy management: Primarily, an early 
diagnosis of twinning should be looked for. Once 
diagnosed, the mother should be urged to much rest, 
complete bed rest if at all possible, for the latter 4 to 


8 weeks of her gestation. Following delivery of the 
first twin, the presentation of the second should be 
determined. Then the membranes are ruptured, 
Without removing the hand, an attempt at position- 
ing, even though it may necessitate podalic version, 
should be done. Delivery then is accomplished with. 
out delay. It is noteworthy that at our hospital anes- 
thesiologists are present at all deliveries and are im- 
mediately available for resuscitation. 


Summary 


A series of 188 consecutive twin pregnancies and 
deliveries has been analyzed, and literature on the 
subject reviewed. 

The main cases of fetal wastage in twin deliveries 
are prematurity and immaturity and an increased 
liability of the premature twin to birth trauma and 
anoxia. The birth hazard for the second twin is 
greater than for the first twin. Weight difference 
between the first and second twins does not seem to 
add to the birth hazard for either twin. 

Results may be improved by (1) early diagnosis 
and better prenatal care, (2) elimination of unnec- 
essary operative interference, and (3) reduction of 
the interval between the delivery of the twins, par- 
ticularly in cases where small babies are involved. 

Detroit Osteopathic Hospital, 12523 Third Ave. 
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Diarrhea is an increase in looseness or fluidity of the 
stool. In addition, the number of stools is usually, 
but not necessarily, increased.’ It is a symptom of 
numerous disorders which when taken together con- 
stitute one of the important problems in the pedi- 
atric age range. A useful classification would seem 
to be that utilized by Paterson and McCreary.” 


1. Infection 
A. Enteral 
a. Bacterial: staphylococcus, colon, and paracolon 
group 
b. Viral 
B. Parenteral 
Septicemia, pneumonia, and peritonitis 
2. Improper foods 
A. Allergenic foods 
B. Excessive fats 
C. Unripe fruits and vegetables 
3. Improper feeding: excessive intake 
4. Metabolic disorders 
A. Celiac syndrome 
B. Hyperthyroidism 
C. Uremia 
D. Acidosis 
5. Medicines 
A. Laxatives 
B. Antibiotics 


Infecting organisms 


The diagnosis of diarrhea can be exceedingly dif- 
ficult. In a minority of instances the cause of acute 
diarrhea may not be determined. The disorder has 
been attributed to practically every organism found 
in the stool, and viral agents are usually spoken of 
as the cause when only so-called normal flora are 
found. Only when known pathogenic agents are 
recovered is it possible to know what has actually 
been the pathogen.® 

Nelson* recommends that from an epidemiologic 
viewpoint an approach can be made on the basis of 
age group, that is, the newborn period, infancy, and 
childhood. In the newborn period the primary con- 


*Presented at the annual Child Health Conference, Kansas City, 
April 27, 1960. 
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Diarrheas: Acute and chronic* 


cern is the epidemic in the nursery, and it is due 
mainly to the known intestinal pathogens, the patho- 
genic Escherichia coli and the enteroviruses. In in- 
fancy, again, the agents are the pathogenic Escher- 
ichia coli, the enteroviruses, and parenteral infections. 
In childhood acute diarrhea is less frequent and less 
severe. The morbidity and mortality are markedly 
reduced. In this age group there are the additional 
factors of emotional disturbances, antibiotic-induced 
diarrhea, and our old friend, the Staphylococcus 
aureus. In the older child there are also the infec- 
tions due to viral agents, food allergies, various 
metabolic disorders, the malabsorption syndromes, 
and the aganglionic megacolon. 

One of the problems in attempting to find a spe- 
cific etiologic agent for the acute diarrheas has been 
the problem of whether the so-called normal flora 
may actually be pathogens. The consensus of opin- 
ion at the present time is that under certain circum- 
stances they may well be. Since methods have been 
developed to type by agglutination members of the 
Escherichia coli group, three serotypes have ap- 
peared which apparently have been implicated as 
pathogens: 0111B4, 055B5, and 0127B8.* While other 
types have also been implicated, at the present time 
these three are the most important. The characteris- 
tic clinical picture of diarrhea caused by these or- 
ganisms is that of a severe gastroenteritis which 
develops after an incubation period ranging from 2 
to 18 days. There are no signs and symptoms which 
differentiate it from other forms of severe gastro- 
enteritis. The majority of cases have occurred in 
children under 1 year of age. The mortality rate 
varies. It is extremely communicable, and there is a 
high rate of cross-infection. In addition, the problem 
of the asymptomatic carrier has not been solved. 
Chloromycetin has a specific suppressive effect on 
Escherichia coli 0111B4, but leaves the rest of the 
group relatively unaffected.* The most effective agent 
available today appears to be neomycin. It is as 
useful as Chloromycetin in improving the clinical pic- 
ture and appears to be superior to it in the treatment 
of carriers. 

The pathogenicity of the Paracolobactrum organ- 
isms is problematic. Demonstration of a significant 
antibody response in individuals appears to prove 
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It is essential to remember 
that laboratory data can be exceedingly 
misleading and must be interpreted 
in the light of the clinical 
condition of the patient. 
There is no substitute for the 
acumen and clinical judgment 


of the experienced physician 


that under certain circumstances these organisms are 
definitely pathogenic. It is probable that the strains 
Arizona, Bethesda, 29911, and Melbourne are the 
pathogenic members of this group.* 

Proteus is not a natural inhabitant of the intestinal 
tract of breast-fed infants. Epidemics of diarrhea 
have been attributed to the presence of Proteus vul- 
garis and Proteus mirabilis. 

Infection with Pseudomonas may be rapidly pro- 
gressive and carry with it a significant mortality. 

Since the advent of the antibiotics it has been 
obvious that changes in the respiratory and gastro- 
intestinal flora have been an important complication 
of these medicaments. The production of staphylo- 
coccal enteritis and the overgrowth by yeasts and 
fungi, particularly Candida albicans, have been se- 
rious complications. The use of the oral antibiotics 
has been more frequently associated with monilial 
infections. Staphylococcal enteritis may give the 
same clinical picture as pseudomembranous entero- 
colitis. The clinical picture consists of diarrhea, 
shock, and abdominal distention, and the mortality 
is high. 


Diagnosis of dehydration 


Theoretically speaking, diarrhea presents no prob- 
lem if the electrolyte balance and nutritional status 
of the patient can be maintained at a level compati- 
ble with life. Practically speaking, over prolonged 
periods this is usually impossible. The problem be- 
comes magnified in the younger child because of 
the greater amount of total body water and relatively 
immature renal function. It has been shown that 
there is variable maturation of renal function in the 
younger child as reflected in the indices of glomeru- 
lar and tubular activity. Consequently, the glo- 
merular filtrate rates relative to body surface area 
are low, and an even greater reduction is present 
in some, but not all, of the secretory and reabsorp- 
tive functions of the tubules.’ The most common 
fluid problem encountered by the physician taking 
care of children is acute dehydration and acute elec- 
trolyte depletion. Increases of water or electrolytes 
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occur less frequently but, since the popularization 
of oral electrolyte-containing solutions, have become 
an increasingly serious problem. As Elkinton 
and Danowski point out, “Two important differences 
distinguish these developments from similar disor- 
ders in adults: deficits and excesses are incurred 
more rapidly in children, and such deficits or ex- 
cesses are usually not complicated by a background 
of arteriosclerosis, congestive failure, or intrinsic 
renal disease.” Parenteral fluids are indicated when- 
ever the child is not capable of taking and retaining 
an adequate intake via the gastrointestinal tract, 

Clinically speaking, dehydration may be evaluated | 
on the following points: (1) Visible dryness of the 
tongue and mucous membranes, and stringy oral 
secretions; (2) sunken anterior fontanel; (3) re- 
duced tissue turgor (the skin of the abdominal wall 
is pinched up between the thumb and index finger, 
and if the fold persists for several seconds after be- 
ing released significant dehydration is present— 
although this is not necessarily true of the patient 
with hypernatremia, as will be discussed later); (4) 
weight loss; (5) fever; (6) history of reduced fluid 
intake; (7) reduced frequency of urination; and (8) 
dark or concentrated urine.' To this list I would 
add sunken eyes with a loss of the normal secretions 
over the conjunctiva. Lethargy, coma, or irritability, 
depending upon the type of deficit, are often present. 
The diagnosis of mild, moderate, or severe dehydra- 
tion is one of the difficult problems that is presented 
to the physician. Certain guides may be of use. As 
an example, the weight in grams of the dehydrated 
infant subtracted from the exact weight of the 
healthy infant will be the fluid loss in cubic centi- 
meters. In addition, it is useful to know that mild 
dehydration occurs with a decrease of 2.5 to 5 per 
cent of the body weight, while moderate to severe 
dehydration occurs with a loss of 5 to 15 per cent of 
the body weight.” 

Accurate laboratory data are of inestimable value 
in the initial appraisal of the patient’s status. In 
addition, initial baseline data followed by frequent 
laboratory reappraisals, taken in light of the patient’s 
condition, make the physician’s job much easier. It is 
of value to know the relatively normal values of your 
specific laboratory. There may be a variance of any- 
where from 5 to 10 mEq. per liter between labora- 
tories. In our institution we accept the following as 
normal values: sodium, 140 to 143 mEq. per liter; 
potassium, 4 to 6 mEq. per liter; chloride, 103 to 109 
mEq. per liter; and carbon dioxide, 25 mEq. per 
liter. 

It is essential to remember that laboratory data 
can be exceedingly misleading and must be inter- 
preted in the light of the patient’s clinical condition. 
There is no substitute for the acumen and clinical 
judgment of the experienced physician. In cases of 
acute diarrhea our initial laboratory appraisal con- 
sists of stool culture, nasopharyngeal culture, blood 
culture when indicated, hematocrit, hemoglobin, 
serum sodium, potassium, chloride, and carbon di- 
oxide. On occasion tests for nonprotein nitrogen and 
blood urea nitrogen are also performed. 

From the initial laboratory appraisal and clinical 
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evaluation of the patient are assembled the baseline 
data to guide in initial therapy. It is important to 
remember that one might be lulled into a sense of 
false security by what are apparently normal lab- 
oratory values when in actuality they are an index 
of severe dehydration. A hematocrit reading of 40 
might seem normal but in the anemic child it would 
indicate severe dehydration.* A serum sodium of 
143 mEq. might indicate to the inexperienced ob- 
server that all is well and parenteral fluids are not 
justified, when in actuality there may be severe iso- 
tonic dehydration. As has been pointed out suc- 
cinctly by Elkinton and Danowski:* 


In patients in whom the history or physical findings indicate 
a change in the total amount of water or electrolytes, a nor- 
mal concentration suggests that the disturbance is not as pro- 
nounced as it is when the concentrations are abnormal. 
However, it must be kept in mind that a single determination 
of the serum concentration of an electrolyte gives little physi- 
ological information in itself because of the fairly extensive 
range of normal values. Thus a value in the lower range of 
normal could be considered a “low normal” or could represent 
a clinically significant lowering of the concentration. It must 
therefore be interpreted in the light of other information. The 
term “interpretation” is used advisedly because in the absence 
of measurements of volume, determinations of concentration 
give no direct knowledge of the total amount of the solute 
in question. For this reason: concentrations of electrolytes 
as determined in serum have to be interpreted in light of the 
clinical history and physical findings in the patient, the path- 
ological physiology of the disease, if the latter is known, and 
the immediate prior fluid balance or fluid therapy of the pa- 
tient. 


For practical purposes levels of electrolytes pro- 
vide valuable clues in determining therapy. As a 
general rule, when there is depletion of electrolytes 
deficits are less extensive if the levels are unchanged 
than if the values are lowered or raised. Either of 
the latter alterations suggest that the initial adjust- 
ments which maintain concentrations at the expense 
of volume or total amounts are either no longer op- 
erative, undesirable, or inadequate. This fact in turn 
suggests that quantitatively a much greater degree 
of depletion is present than can be measured in the 
average hospital laboratory at the present time.’ 


Replacement therapy 


Irrespective of the laboratory data a critical evalu- 
ation of the pretreatment status of the depleted pa- 
tient is necessary. This includes a careful review of 
the history, attention to the physical findings, and 
reliance upon past experiences with regard to the 
particular disease entity under scrutiny. It cannot 
be emphasized too strongly that as valuable as the 
contribution from the laboratory is in dealing with 
fluid and electrolyte disturbances there is no sub- 
stitute for a knowledge of the pathologic physiology 
and the experience of the competent observer. Too 
often the laboratory results, while accurate, are open 
to misinterpretation because of lack of careful evalu- 
ation of the clinical condition of the patient in light 
of the history and altered physiology.”* 

Since in most pediatric cases the regulatory or 
homeostatic mechanisms are functioning properly 
the trend is toward the administration of a dilute fluid 
which contains glucose, sodium, potassium, and 
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Irrespective of the laboratory 
data a critical evaluation of the 
pretreatment status of the 
depleted patient is necessary. This 
includes a careful review of 
the history, attention to physical 
findings, and reliance upon past 
experiences with the particular disease 
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chloride, in amounts which are adequate for replace- 
ment if such are needed, but which if not needed 
can be readily and safely excreted. In other words, 
the body will make all the necessary adjustments if 
it is given the suitable materials with which to do so. 
The primary difficulty, of course, is giving too little 
or too much.’ This may be avoided by utilizing the 
“floor” and “ceiling” values suggested by Talbot, 
Crawford, and Butler.® These levels are: 


Floor Ceiling 
Glucose 75.0 grams/m*/24 hours 350 grams/m*/24 hours 
Sodium 10.0 mEq./m?/24 hours 225 mEq./m’*/24 hours 
Potassium 10.0 mEq./m?/24 hours 225 mEq./m*/24 hours 
Phosphorus 0.3 grams/m*/24hours 2 grams/m*/24 hours 
Water 0.7 cc./mOm. of solute 10 cc./mOm. of solute 


These solutions are given intravenously. Since they 
are hypotonic to body fluids, when given subcu- 
taneously they will remove extracellular electrolytes 
from the patient and may cause circulatory collapse. 
Potassium is always withheld until the renal status 
of the patient has been evaluated. 

In our Department of Pediatrics fluids are admin- 
istered by the body surface area method. The ob- 
vious advantage of this is that the average water and 
electrolyte intake per unit of surface area is the same 
in all age groups. The primary disadvantages have 
been the fact that the average physician is unfamiliar 
with this method, and that previously there has been 
no easy means available for these determinations.’ 
This has been overcome by utilizing the chart of 
Benedict and Talbot" in which the weight of the 
patient in kilograms may be easily transferred to 
square meters of surface area. Certain basic figures 
must serve as a guide to this replacement therapy. 

Maintenance water intake in all age groups is 
1,500 cc. per square meter of body surface per day: 
The minimum requirement would be 700 cc. per 
square meter per day, and the maximum would be 
2,700 cc. per square meter per day. Sodium and potas- 
sium as shown in the “floor” and “ceiling” values have 
a minimum of about 10 mEq. per square meter of 
body surface per day, with a maximum value of ap- 
proximately 225 mEq. per square meter per day. 
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The average individual has a daily intake of sodium 
and potassium of about 40 to 60 mEq. per square 
meter of body surface per day for each of these 
electrolytes. A carbohydrate intake of between 60 and 
75 grams per square meter of body surface per day 
will minimize ketosis and tissue catabolism.° 

Utilizing the above figures, the following values 
are computed: 1,500 cc. of fluid per day for main- 
tenance, 2,400 cc. of fluid per day for moderate de- 
hydration, and 3,000 cc. of fluid per day for severe 
dehydration. These are all in cubic centimeters per 
square meter of body surface area per 24 hours.’ 

From this it is easy to see that an infant admitted 
in moderate dehydration weighing 5 kilograms 
would have a surface of .29 square meters. Since we 
have stated that 2,400 cc. of fluid per square meter 
per day are necessary in the moderately dehydrated 
patient, 2,400 « .29 = 696 cc. of fluid to be admin- 
istered in the first 24 hours. Utilizing a requirement 
of sodium and potassium of somewhere between 20 
and 60 mEq. per square meter per day and arbitrarily 
utilizing the figure of 40 mEq. per day: 40 mEq. per 
square meter of sodium  .29 square meters = 11.6 
mEq. of sodium in the first 24 hours. The figure 
is the same for potassium. However, potassium is 
not utilized until it is certain that the urinary flow 
of the patient is adequate. Therefore, in the first 
24 hours the patient will receive a total 696 cc. of 
fluid containing 11.6 mEq. of sodium and 11.6 mEq. 
of potassium, the potassium being added to the so- 
lution once adequate urinary flow has been estab- 
lished. In reality we may use figures double the 
above in the average case. However, this serves as 
a rough outline for therapy. In many instances initial 
hydration is treated by using a half normal saline 
or third normal saline in the amount of 360 cc. per 
square meter of body surface area, given within 45 
minutes.’* I have also utilized this method success- 
fully. In this instance the initial hydrating solution 
is then subtracted from the total 24-hour require- 
ment. 

The above shows a method which is applicable 
in most instances of fluid and electrolyte deficits in 
infancy and childhood. However, we come to a 
relatively more complicated problem in the situation 


The trend is toward prescription 
of a dilute fluid which contains 
glucose, sodium, potassium, and chloride 
in amounts which are adequate for 
replacement if such are needed, 
but which if not needed can 
be readily and safely excreted 
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in which the child is admitted with hypernatremia, 
Figures of 150 mEq. per liter and above are consid- 
ered indices of hypertonic dehydration; a serum 
sodium below 130 mEq. per liter is considered an 
index of hypotonic dehydration.* In one series of 
cases the mortality of children with diarrhea with 
an initial serum sodium under 150 mEq. per liter 
was just under 2 per cent; those with a concentration 
above 150 mEq. per liter had a mortality of 11.6 per 
cent.’* Our experience is similar to this. These chil- 
dren are difficult to handle and one treads a rela- 
tively thin line of safety in their management. The 
majority of those children admitted with a hyperna- 
tremia have a history of curtailed water intake for 
a period of 24 hours or more prior to admission. 
In addition, a good share of these infants have been 
treated at home with a commercial oral electrolyte 
solution, Lytren. This is a powder and when re- 
constituted supplies 380 calories of carbohydrate, 
50 mEq. of sodium, 20 mEq. of potassium, 4 mEq. 
of sulphate, 30 mEq. of chloride, 10 mEq. of phos- 
phate, and 4 mEq. of lactate per liter.1* The diagnosis 
in many instances may be delayed because there is 
no increase in skin elasticity in these children. They 
have a doughy or velvety texture of the skin and 
subcutaneous tissues. In addition, the admitting signs 
and symptoms may be those which appear referable 
to the central nervous system: increased muscular 
tone, in some instances with a marked spasticity of 
the extremities, exaggeration of the deep tendon re- 
flexes, convulsions, and/or irritability and coma. 
These children usually do not appear to be signifi- 
cantly dehydrated. 

Finberg and Harrison"* recommend 200 cc. of fluid 
per kilogram of body weight in the first 24 hours 
with a concentration of sodium of from 15 to 40 
mEq. per liter. We have not been successful in 
utilizing fluids as dilute as these over a 24-hour 
period. In two of our cases convulsions occurred 
at the end of 12 hours, and in one case a tracheotomy 
was necessary. Physiologically it appears that the 
rapid restoration of body fluid osmolarity using ex- 
ceedingly dilute solutions may cause water intoxi- 
cation. With the cessation of the markedly dilute 
solutions and utilization of one in which the concen- 
tration of sodium was somewhere between 50 and 65 
mEq. per liter we were able to alleviate the con- 
vulsive disorders where previously calcium gluconate 
had been unsuccessful. Such a solution can be pre- 
pared by using one part of sixth molar sodium lac- 
tate, two parts of 0.9 per cent sodium chloride, and 
four to six parts of 5 per cent glucose in water."* 

In a recent evaluation done at our institution 
we found that approximately 20 per cent of the in- 
fants admitted with diarrhea in fluid and electrolyte 
imbalance had been suffering from hypernatremia. 
Consequently, we feel that this is a significant entity. 
We have abandoned the use of the oral electrolyte- 
containing solution prior to the institution of paren- 
teral fluids unless the oral solution is diluted in twice 
the amount of water that is recommended by the 
manufacturer. This then gives a concentration of 
sodium of approximately 25 mEq. per liter instead 
of 50 mEq. 


Acute and chronic diarrhea 


In the last 30 cases of acute diarrhea analyzed 
by us the patients ranged from 3 months to 7 years. 
ight patients had what we felt were significant bac- 
terial infections responsible for the diarrhea. Three 
of these were due to pathogenic Escherichia coli, 
two to Shigella, one to Paracolobactrum, one to 
Pseudomonas, and one to a resistant Staphylococcus 
aureus. Neomycin was the most effective antibiotic 
with chloramphenicol running a close second. I 
utilize antibiotics only when there is a definite in- 
dication as shown by culture. In my hands the use 
of the broad-spectrum antibiotics in the acute diar- 
rheas of infants and children has been exceedingly 
disappointing. I have used practically all that have 
been placed on the market including the combina- 
tions of antibiotics. Subsequently I have been forced 
to discontinue their use and have gone back to a 
remedy which we sometimes forget. My best results 
have been with paregoric (camphorated tincture of 
opium) used in a dose of 1 minim per month of age 
up to 12 months. It is increased gradually thereafter 
up to 2 ce. for a child of 5 years and 4 cc. for a 
child above this. We repeat it every 3 hours unless 
drowsiness or respiratory depression appears. 

No discussion of acute diarrhea of infancy and 
childhood would be complete without some mention 
of the enteroviruses. Since 1950 more than 100 have 
been characterized and distinguished from other 
known types. The group making up the entero- 
viruses includes coxsackie, ECHO, and poliomyelitis 
viruses. They enter through the oropharynx, incu- 
bate and multiply in the intestines, and disseminate 
in the feces. Signs and symptoms vary anywhere 
from a mild illness to a severe protracted disease. 
It is probable that a large percentage of the cases 
of acute diarrhea of infancy and childhood are 
caused by enteroviruses.?” 

The chronic diarrheas usually occur in the latter 
months of the first year and during the second year. 
They are usually heralded with the passage of 
frequent, bulky, frothy, foul-smelling stools in a 
child on a normal diet. They may be consistent or 
intermittent.? In the younger child these findings 
may be absent and may be manifested only as colic 
and irritability. The signs that are present are not 
specific for any one disease but are those of chronic 
starvation if the diarrhea has been present over a pro- 
longed period. These include retardation of growth; 
wasting, particularly of the extremities, the buttocks, 
and trunk; abdominal distention; and numerous as- 
sociated nutritional deficiencies such as those of iron 
and vitamins A, B, C, D, and K.? With chronic 
digestive disturbances I usually suspect mucovisci- 
dosis (cystic fibrosis of the pancreas), particularly 
when they are associated with respiratory disturb- 
ances, gastrointestinal allergies, and idiopathic celiac 
disease. 

In any chronic digestive disturbance a variety of 
laboratory investigations must be performed. Con- 
genital abnormalities of the gastrointestinal and 
genitourinary tract are eliminated by appropriate 
x-ray studies. The possibility of chronic infection is 
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eliminated by stool cultures, urine cultures, blogd 
counts, sedimentation rate, serum agglutination re- 
action, tuberculin tests, and so forth. Mucoviscidosis 
may be readily diagnosed by appropriate laboratory 
studies. It is always wise to consider this in the 
differential diagnosis of chronic digestive disturb- 
ances. Since it is a disturbance of the mucus-secret- 
ing glands one usually sees some type of respiratory 
disturbance in which abnormal mucus production 
and cough are present.’* The use of the sweat elec- 
trolyte test as first devised by di Sant’Agnese and 
modified by Shwachman is the simplest and most 
useful evaluation at the present time. A value of 
sodium above 80 mEq. per liter or a value of chlo- 
ride above 70 mEq. per liter are apparently charac- 
teristic of mucoviscidosis.’* 

The diagnosis of gastrointestinal allergy to foods 
is essentially a clinical one. Figures on the incidence 
of this entity vary considerably; depending upon 
the author it varies from 1 in 15 to 0.3 per cent.” 
It has been postulated that the milk-sensitive infant 
falls into one of four categories: He may be sen- 
sitized to the factor common to both cow and human 
milk, lactalbumin, or to the species-specific factor 
of cow lactalbumin only. With either of these cate- 
gories there may be sensitization to casein as well, 
Finally, and much less frequently, he may be sensi- 
tized to casein alone. While human and cow lactal- 
bumin are completely species-specific, this is not so 
in the case of animals as closely related as the cow 
and goat. Lactalbumin is heat labile, and there is 
a decrease in its antigenic properties as temperaturé 
is increased. This explains why in some instances 
evaporated cow’s milk in which lactalbumin is de- 
natured by heat is often satisfactory in the feeding 
of milk-sensitive infants. Casein, however, is rela- 
tively heat stable.” 

The symptoms to milk allergy vary widely ont 
include skin rashes, vomiting, diarrhea, irritability, 
colic, asthma, rhinorrhea, and so forth. The essential 
treatment is removal of the offending allergen from 
the diet and replacing it with a food which provides 
necessary basic requirements. Soy bean milk and 
hydrolyzed casein preparations such as ea 
are at present utilized with good results. 


In a recent evaluation done at 


our institution we found that 20 per cent 


of the infants admitted with diarrhea 
in fluid and electrolyte imbalance 
had been suffering from hypernatremia. 
Consequently, we feel that 
this is a significant entity 
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Celiac disease 


Celiac disease is an ill-defined entity. To some 
it is a disease, to others a syndrome. The diagnosis 
is used interchangeably for a series of patients who 
present a wasted and old-looking appearance; dis- 
tended abdomen; small, flaccid buttocks; and fre- 
quent occurrence of bulky, foul-smelling, frothy 
stools. In addition, these patients are irritable and 
negativistic. Some have petit mal lapses during the 
day,”? although I have seen only one such case. As 
pointed out above, these signs and symptoms are not 
specific for any one disease entity. There appear to 
be many variants of this syndrome, and when the 
condition of nutrition is only slightly affected and 
when the stool changes are minor or intermittent 
there my be great difficulty in making the diagno- 
sis.‘ In a majority of these instances the diagnosis 
is made by therapeutic trial of diet. I have seen 
many children with what I believe to be variants of 
the celiac syndrome or a mild celiac disease. At one 
time it was felt that a patient with celiac disease 
was one who had a specific response to the celiac 
diet. However, the celiac diet has varied from 
author to author and from year to year. To many 
it means the addition of banana to the diet, the re- 
striction of fat, and the restriction of certain forms 
of carbohydrates. Holt? defines it as “a state of 
malnutrition induced by a poorly understood chronic 
functional disorder of intestinal assimilation.” While 
this is a comprehensive definition it certainly does 
not make the diagnosis any simpler. 

The diet used most frequently over the last few 
years has been that popularized by Dorothy Ander- 
sen, which is based on the assumption that the celiac 
syndrome is a starch intolerance as revealed by 
starch granules in the stool. Therapy then consists 
of a diet low in starch and relatively high in protein. 
However, the reliability of stainable fat and starch 
granules in the stool has always been open to ques- 
tion. As Holt®* has pointed out, the percentage of 
fat in the stool is not to be relied on as a measure 
of absorption. While it is true that when given a 
poorly tolerated foodstuff such as fat, the fecal loss 
is increased, there was also an increase in its abso- 


lute absorption. This is known as “the therapy of 


use.” In addition, by the use of radioactive isotopes 
Holt?* was able to show that the absorption of sugars 
in patients with the celiac syndrome approximated 
99.2 to 99.9 per cent. 

Obviously, then, neither diagnosis nor therapy of 
celiac disease has been satisfactory in previous years. 
Probably the most important advance has been made 
within the last decade in which the sensitivity to 
gluten has been implicated as the prime pathologic 
phenomenon. “Gluten may be considered the axis 
around which the celiac wheel revolves.”?? A chance 
observation by Dicke in Holland during a famine in 
World War II led to our present therapy. These 
results were reported by him in 1950. He observed 
that children with celiac disease did well under 
periods of starvation but, when food became more 
plentiful and cereals were reintroduced into the diet, 
these patients regressed to their previous state.” 
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Wheat gluten consists of two fractions: glutenin 
and gliadin. It appears that glutamine, the largest 
component of gliadin in its bound form, is respon- 
sible for the celiac effect.?° It is found in wheat, rye, 
and oats, but is absent in corn, rice, and potatoes, 
In my experience the restriction of gluten has been 
exceedingly effective. In addition, it is a very use- 
ful therapeutic test. However, it should be pointed 
out that before any results are seen with gluten re- 
striction it may take 2 to 6 weeks of a gluten-free 
diet. Consequently a continuance of symptoms prior 
to 6 weeks of gluten restriction cannot be considered 
a failure. 

The best guide of therapy is the alleviation of 
symptoms along with the measurement of height 
and weight. On the gluten-free diet the patient 
usually gains above average height and weight in- 
crements. If he keeps even with the norms, the diet 
may have been relaxed prematurely.”? 

Unfortunately, one of the difficulties with the 
gluten-free diet has been confusion as to what are 
gluten-containing foods. The American literature is 
relatively scarce when it comes to effective gluten- 
free diets. For the majority of the material to be 
presented below I am grateful to Dr. Bernard Kay,” 
resident in pediatrics at Still Hospital. Most of this 
material has been gathered by him on a trial and 
error basis while treating his own child who suffers 
from the celiac syndrome. Some additional material 
has been gained from the Department of Dietetics 
at the Mayo Clinic, Rochester, Minnesota, and from 
the gluten-free diet as put out by the University of 
Michigan. Three basic cereals are acceptable: Sugar 
Rice Krinkles, Sugar Corn Pops, and Puffed Rice. 
Rice Krispies, Corn Flakes, and most others contain 
malt which is not acceptable. Rice crackers, rice 
cookies, soy bean cookies, and cereal-free mayon- 
naise, made by the Cell-U Corporation of Chicago, 
Illinois, are acceptable. It is of interest that Kraft’s 
Miracle Whip and the majority of other mayonnaises 
on the market at the present time contain wheat and 
are not acceptable. Unfortunately, the manufac- 
turers of most products are exceedingly uncoopera- 
tive in providing the physician with this information. 

Potato, rice, soy bean, buckwheat, and pure wheat 
starch (gliaden-free) are acceptable flours. Potato 
flour may be utilized in making sponge cake. Soy 
bean flour must be used with the others and never in 
a proportion of less than 1:8, or else the bread or 
cake will fall apart. Banana may be added to these 
flours to make a bread with an acceptable flavor. 
However, it should be pointed out that this bread 
will not rise and that with the addition of banana it 
gets stale faster. In certain cities, such as Detroit, it 
is possible to order a gluten-free bread at approxi- 
mately $1.25 per loaf. Excellent pancakes may be 
made with rice flour. 

Certain of the commercial chocolate beverages 
such as Bosco and Ovaltine contain cereal or malt 
grains and are not acceptable. Hershey’s pure choco- 
late is acceptable and when combined with marsh- 
mallow will make an excellent candy.” 

In most large communities it is advisable for the 
physician to check with the local health food store. 


Although in many instances these people are frowned 
upon as being food faddists, they are usually experts 
on the constituents of prepared foods and can give 
one much additional valuable information. 

In those instances of chronic nonspecific diarrhea 
in which diagnosis cannot be arrived at, in which 
symptoms have not been alleviated by milk-free, 
gluten-free, or low-starch diets, the recommenda- 
tion of Cohlan?* may be followed. Diiodohydroxy- 
quinoline (Diodoquin), one tablet (0.22 gram) 
twice daily for 1 to 2 weeks, may be effective. He 
reports good results manifested by subsidence of 
diarrhea in 1 to 4 days and ability to tolerate a full 
diet. I have been much impressed with its results in 
two or three cases in which all other measures had 
failed. The reason for the effectiveness of this medi- 
cament is unknown. It may affect some fundamental 
mechanism common to nonspecific diarrhea. 


Summary 


Acute and chronic diarrheas have been discussed. 
The difficulty of making a definitive bacteriologic 
diagnosis in acute diarrhea has been pointed out, as 
have the pitfalls of antibiotic therapy. A brief out- 
line of practical fluid and electrolyte therapy has 
been given. A discussion of the chronic diarrheas 
has pointed up the value of the sweat electrolyte 
test in mucoviscidosis and the difficulty of effective 
definition of the celiac syndrome. The efficacy of the 
gluten-free diet in the celiac group has been empha- 
sized. The occasional usefulness of diiodohydroxy- 
quinoline in certain nonspecific diarrheas has been 


discussed. 
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Trypsin: An adjunct to 


rectal surgery* 


JULIUS SOBEL, D.O., Bristol, Pennsylvania 


Fear of rectal surgery is legendary. Adjustment to 
disease and reaction to a threatened operation de- 
pend upon the total personality organization and life 
pattern. It therefore becomes difficult to judge the 
emotional processes of the patient in a type of study 
where obtunding agents are not specifically used. 


Surgical disorders 


The most common disorders of the rectum and 
anus are hemorrhoids, fistulas, and fissures. Of these 
conditions, hemorrhoids are most common, affecting 
about one fourth of the adult population. 

Hemorrhoids may be defined as localized varices 
of the hemorrhoidal plexus. There are two defined 
types: internal, which arise from the submucous 
plexuses above the anal sphincter and drain ulti- 
mately into the portal system; and external, which 
arise from the subcutaneous plexuses outside the 
sphincter and drain into the general venous system. 

The pathologic picture of hemorrhoids is one of 
inflammation, essentially a thrombophlebitis. Hemor- 
rhoids are frequently swollen and painful. The eti- 
ologic factor or factors may be trauma resulting from 
food residues, large hard stools, or diarrhea, plus in- 
fection. 

Many cases of hemorrhoids can be treated conser- 
vatively by such measures as proper diet and regu- 
lated bowel habits. Proper anal hygiene is most es- 
sential. Suppositories containing mild astringents 
and topical anesthetics may be prescribed. 

There are cases which do not respond to these 
conservative measures. In such cases surgical exci- 
sion is indicated. 

Fissures, linear ulcers of the anal ring, are usually 
extremely painful. Of greatest discomfort and trouble 
are those fissures which develop as a result of trau- 
ma, proctitis, venous stenosis, or underlying infection. 


®*The work reported in this paper was conducted at the Delaware Valley 
Hospital, Bristol, Pennsylvania. 
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Conservative treatment of fissures, as in the case 
of hemorrhoids, includes consistently good anal hy- 
giene and protection from added injury and infec- 
tion. In severe cases of fissures, gentle dilatation 
under local or general anesthesia, or complete exci- 
sion of the ulcer, is required. 

Fistulas are the result of previous abscesses, usual- 
ly proctogenic. Treatment in these cases is surgical. 


Rationale for postoperative trypsin 
administration 


Surgical intervention in hemorrhoids, fissures, and 
fistulas frequently results in postoperative edema, in- 
flammation, and pain. It is not unusual for the pa- 
tient to complain of motor vesical problems for 48 to 
72 hours after operation. This is particularly true in 
men because the sphincteric structures are more or- 
ganized. 

Innerfield, Angrist, and Schwarz! concluded from 
their studies that crystalline trypsin is indicated in 
inflammatory conditions regardless of etiology. It 
has been reported? that inflammation, pain, and 
edema were resolved with the use of crystalline 
trypsin in half or less than half the time required 
with other forms of therapy. Some laboratory studies 
by Martin, Brendel, and Beiler? demonstrated that 
local edema and inflammation are prevented equally 
well with cortisone and trypsin; however, in the case 
of cortisone, pretreatment is required for several 
days, whereas with trypsin the time required is one- 
half hour or less. 

According to Martin‘ trypsin administered paren- 
terally in therapeutic doses acts at the inflammatory 
site. At the site of inflammation, trypsin functions 
as a depolymerase and may also cause some plasmin 
activation. It seems plausible that fibrin, by adsorp- 
tion, concentrates the depolymerizing proteolytic 
enzymes. This localized concentration of enzyme re- 
verses the fibrinogen-fibrin reaction; the macromole- 
cules are removed from the protein network wall of 


TABLE I—CLINICAL DATA ON 21 PROTOLOGIC SURGICAL CASES 


Diagnosis 


* 


Anesthesia® 


First day 
postoperative 
pain 


Hemorrhoids, fistula 
Stenosis 

Hemorrhoids 
Hemorrhoids 
Prolapse, hemorrhoids 
Fistulas, hemorrhoids 
Anal stenosis 


Hemorrhoids 
Hemorrhoids 


Hemorrhoids 


Hemorrhoids 

Prolapse, thrombosed 
degenerating hemorrhoid 
Fistulas, hemorrhoids 


— 
pore 


Hemorrhoids 
Hemorrhoids 


Hemorrhoids 


xa 


Fistula, hemorrhoid 
Fissure, hemorrhoid 


Hemorrhoid, fissure 


to 


Prolapsed hemorrhoid 


21 Hemorrhoids 


°SB = Saddle Block; L = Local; +C = Catheterized; S = Spontaneous 


the capillary. The porosity is then increased and the 
intercellular fluid is released. Hydrostatic pressures 
are reduced, capillaries open, biologic continuity is 
restored, and local circulation is restored. With that 
restoration, the multiple defensive forces of the blood 
are brought into play and all soft fibrin deposits are 
removed. 

The trial of crystalline trypsin as an antiphlogistic- 
antiedema agent in cases of rectal surgery was 
prompted by the occurrence of several cases of tem- 
porary bladder paralysis following enthusiastic post- 
operative use of narcotics by hospital personnel. 
Faintness at the effort of urination in the first hours 


postoperatively is not unusual. Valsalva’s maneuver, 


particularly at the beginning and termination of 
micturition, sends the blood peripherally.® After 
proctologic surgery the patient must be cautioned 
to avoid this maneuver, because a strain at the opera- 
tive site could initiate hemorrhage. At our hospital 
it was decided to try trypsin to reduce postoperative 
edema and to facilitate spontaneous urination, par- 
ticularly when the patients had had saddle-block 
anesthesia. Surgeons who have had occasion to re- 
turn to the rectum to deal with an emergency situa- 
tion soon after an operation can appreciate the ex- 
tensive edema that can and does occur in many 
cases, 
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None 


None 

Minimal 

None 

Required one 50 mg. 
dose of Demerol 
Required two 50 mg. 
doses of Demerol 
Required one 50 mg. 
dose of Demerol 
None 

Required two 50 mg. 
doses of Demerol 
Required one 50 mg. 
dose of Demerol 
None 

Required one 50 mg. 
dose of Demerol 
Minimal 


None 

Required one 50 mg. 
dose of Demerol 
Required one 50 mg. 
dose of Demerol 
None 

Aspirin, 5 grains, 
Codeine, % grain 
None 


None 


QA HMA 2H NH QH CA BH H H 


None 


Materials and procedure 


Twenty-one cases of proctologic surgical problems 
made up the present series. These included internal 
and external hemorrhoids, fistulas, fissures, and 
stenosis. The patients, age, sex, and diagnosis are 
listed in Table I. 

Laboratory studies, including complete blood 
counts, blood glucose, blood urea nitrogen, coagula- 
tion and bleeding times, urinalysis, and chest x-rays, 
were performed in all patients. An electrocardio- 
gram was taken for all patients over 40 years of age. 

Rather than starting trypsin treatment postopera- 
tively, with a race between time and the inflam- 
matory-edema tide, it was decided to start such 
treatment preoperatively. Essentially, the orders 
governing these cases were 1 cc. or 5 mg. of the 
crystalline trypsin (Parenzyme A)* intramuscularly 
on the day before and the morning of operation. The 
dose was continued to the day of hospital release, 
usually 4 days postoperatively. In the last three pa- 
tients, injections of trypsin were given upon waking 
on the day of operation and immediately postopera- 
tively. Enteric-coated tablets of trypsin (Oren- 
zyme),* two tablets every 6 hours for three doses 


*Supplied for this study by the National Drug Company, Philadelphia, 
Pennsylvania. 
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Postoperative postoperative 
Tenderness and 
SB Active, alert 2a 
= Ambulant 
SB Very active oe 
Ambulant 
Active, ambulant 
i Active, alert 
Ambulant 
Ambulant, 
complaining 
SB Active, some 
Active 
SB Active, some ai, 
active 
L Very active and ae 
alert 
Ambulant in 5 
SB — Ambulant in 5 Lee 
hours 
L Ambulant in 8 
= 


daily, starting on the first postoperative day, were 
prescribed. No long-acting anesthetic, tranquilizers, 
or the so-called mood drugs were used. Ice or heat 
packs were used at the operative site, and the surgi- 
cal resident was held responsible for its pin-point 
location. 

Pontocaine was used for saddle-block anesthesia 
and Xylocaine for local anesthesia. The dose was 
dictated by the magnitude of operative procedure 
necessary to correct existing defects. 

Postoperative directions allowed only two doses of 
Demerol of 50 mg. each. Further sedation had to be 
qualified by a personal review of the problem. Most 
surgeons routinely order % grain of morphine or 100 
mg. of Demerol as needed. 

The patients were followed up postoperatively at 
4 weeks, 2 months, and 6 months. 


Results 


The type of anesthesia used, pain on first day post- 
operatively, postoperative urination, and condition 
of patient on first postoperative day are listed in 
Table I. 

The first postoperative effect noted in most of the 
patients was an increased agility in walking, turning, 
and mounting the bed for examination. There was a 
lack of subjective complaints in more than half of 
the patients. The slow, guarded shuffle and splinted 
buttocks so often associated with proctologic surgery 
were definitely lacking. No temperature rose above 
99.4 F, and there was no evidence of postoperative 
- malaise. Fifteen patients urinated spontaneously; six 
required catheterization. Eight patients requested se- 
dation and were given one 50 mg. dose of Demerol; 
only two required a second dose. 

No postsurgical spinal headaches were reported, 
nor were there secondary urinary difficulties. In the 
past it had not been unusual to have patients faced 
with hesitancy of micturition for as long as 3 days 
postoperatively. Some of these problems can be 
elicited only by careful questioning, since the patient 
may simply consider it a part of the surgical prob- 
lem. 

One patient (Case 13) with a history of a healed 
myocardial infarct, volunteered the information that 
his urinary function was much improved over his 
preoperative function. It is of interest that he re- 


quired no narcotic or analgesics following surgery. 

The stenosis problems (Cases 2 and 7) were of in- 
terest because of the age of the patients; both were 
67 years. The woman (Case 2) had suffered for 
more than 40 years with an anal outlet that did not 
admit even the small finger. The problem in Case 7 
was of 3 months’ duration. Both patients had had 
previous operations elsewhere. The woman required 
no sedation; the man required one 50 mg. dose of 
Demerol postoperatively. An interesting observation 
was that the man was found comfortably seated on 
a wooden chair playing cards the morning after his 
operation. Following his previous operation, he had 
required three doses of narcotics. 

It must be admitted that the problem of the first 
stool passage after operation did not attain the 
hoped-for relief. Local measures are no doubt the 
best answer to this vexing problem. 


Comment 


Every effort was made to prevent enthusiasm from 
clouding clinical judgment; however, I have no 
doubt that the use of crystalline trypsin has a defi- 
nite therapeutic stature in proctologic surgery. Its 
use frees hospital personnel, reduces the need for se- 
dation, and promotes the patients’ general welfare. 
Preoperative use of the trypsin doubtless enhances 
results. 

The use of a single minimal dose of a sedative, or 
as was frequently observed in this study, no sedative 
needed postoperatively, represents a milestone in 
proctologic surgery. One of the two exceptions was 
the patient in Case 9, a police officer, who questioned 
all personnel constantly, including the authenticity 
of his surgeon. 

It is my feeling, after a careful review of our clini- 
cal data, that crystalline trypsin is a worth-while ad- 
junct in anorectal problems. 
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1. Introduction 


1.1 * The analysis of vertebral motion which this 
thesis presents is a development of the R-center 
method, previously described in THE JourNAL.' Ba- 
sically, the problem of analyzing vertebral motion 
involves two things: (1) Recording the relative dis- 
placement that occurs between adjacent vertebrae 
when a spine bends, and (2) establishing the phys- 
ical significance of this relative displacement. Once 
this has been done, it becomes possible to study the 
motion between the vertebrae of the spinal column 
and distinguish the normal modes of behavior from 
the abnormal. This analysis can then help as a means 
of understanding the physical nature and condition 
of intervertebral motion. 


1.2 ¢ The first part of this analysis of vertebral mo- 
tion is accomplished by juxtaposing a series of x-ray 
negatives taken of the vertebral region of each sub- 
ject so that the relative displacement of each verte- 
bra, with respect to its adjacent (lower) vertebra, 
can be noted. To achieve this process of recording 
the displacement of vertebrae, the R-center method 
utilizes a kinematic principle known as Euler’s 
theorem. This theorem states that any relative dis- 


*The development of the described method for analyzing the kinematics 
of intervertebral motion has been accomplished by Michael Kosok, 
B.S., of the Physics Department of Fairleigh Dickinson University. In 
addition, Mr. Kosok has developed the procedure for coding and equat- 
ing the findings on each subject to aid in statistical evaluation. 
is new procedure for analyzing intervertebral motion is a modi- 
fication and further development of the R-center method of Rosenberg.’ 
J. Russell Moser, D.O., has concurrently been examining these subjects 
and recording the palpatory findings of the intervertebral motions of 
the lumbar segments. He has aided much by finding subjects for the 
study. More and more people resist submitting to the taking of several 
x-ray films. 
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Kinematic analysis and classification 


of vertebral motion* 


placement between two rigid bodies, in which the 
motion of this displacement lies in a plane, can be 
produced by a simple rotation of one rigid body with 
respect to the other about an axis perpendicular to 
this plane of motion. This means that no matter what 
type of complicated motion actually occurs within a 
plane resulting in a displacement of an object from 
position A to B, this same net displacement can be 
produced by one simple and hence equivalent rota- 
tion about one axis perpendicular to the plane. This 
axis of equivalent rotation is called the “resultant” 
axis, by Rosenberg,’ and the point which this axis 
makes through the plane of motion is called the R- 
center of the motion (“R” standing for “resultant” ). 
The relative displacement of each vertebra with re- 
spect to its lower vertebra is represented as a rotation 
about a point lying in the plane of motion (Fig. 1). 

It is obvious, however, that the vertebra does not 
necessarily rotate about this R-center during the 
actual motion. The movement may consist of one or 
more translations, combined with one or more ro- 
tations about a whole series of different axes. Hence, 
the R-center merely serves as a means of recording 
the net displacement of the motion, and not the mo- 
tion itself. In order for the net displacement to ap- 
proximate the actual motion, it would be necessary 
to take a whole series of very small displacements. 
Indeed, if it were possible to record infinitesimal 
displacements, the result would be a series of R-cen- 
ters that would describe the actual motion of dis- 
placement. Since this is not physically possible, a 
study is made instead of a series of reasonably small 
displacements, assessing their significance to the 
motion process as a whole. 


1.3 ¢ Since there is available this method for record- 
ing vertebral motion, the next step is to analyze the 
physical meaning of these centers of rotation. In 
particular one must analyze the significance of 
having an R-center pattern that is distributed 
throughout the entire area of the spinal column. In 
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Fig. |. The R-center represents the mathematical center about 
which a given vertebra can rotate in order to produce a.certain 
obsérved displacement from position A to position B. Euler's 
theorem enables one to calculate this R-center for any type of 
displacement by means of perpendicular bisectors. R-centers of 
rotation for the lumbar spine are distributed throughout the entire 
region, indicating a constantly shifting center of rotation as the 
spine bends from left to right. 


order to accomplish this, it is necessary to investigate 
the physical conditions which accompany the move- 
ment of vertebrae. Five x-rays are taken of a person 
in the anteroposterior plane: complete left bending 
(bending to left as far as subject can), midleft 
(bending to a point midway between first position 
and. upright position), upright, midright, and com- 
plete right bending. Similarly, in the lateral plane, 
four x-rays are taken: full extension, upright, mid- 
flexion, and complete flexion. Midextension is elimi- 
nated because of the small amount of motion be- 
tween extension and upright. The symbols for these 
nine views are L, mL, U, mR, R, and E, U, mF, and 
F, respectively. In this article, we will concentrate 
on the analysis of the L, U, R, and E, U, and F views 
of the five lumbar vertebrae. 


1.4 * In this text, the symbol A1-2 refers to the an- 
teroposterior view of the displacement of the first 
lumbar vertebra with respect to the second. A2-3 
refers to the anteroposterior view of the second lum- 
bar vertebra with respect to the third, and so on 
for A3-4 and A4-5. A similar meaning is attached 
for the symbols L1-2, L2-3, L3-4, and L4-5, where L 
stands for the lateral view of the same five lumbar 
vertebrae. 

We have described eight displacements in order 
to have an over-all view of the lumbar region of the 
spine. This does not describe the total kinematics 
of the lumbar region, however, since it includes only 
the motion of the spinal region in two vertical planes 
perpendicular to each other: the anteroposterior and 
lateral planes. There also exists the horizontal plane 
with its vertical axis through the length of the spine. 
This — would describe axial rotation of the spinal 
vertebrae with respect to each other, but this is very 


difficult to obtain for simple x-ray analysis. A method 
is being considered that might measure this motion, 
which would provide a complete description of the 
total displacement in three planes of space. In the 
meantime, the lateral and anteroposterior planes give 
useful and significant information independent of the 
horizontal plane. 
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1.5 * Focusing our attention on the anteroposterior 
plane, motion is considered in three steps: L-U (left. 
upright), U-R (upright-right), and L-R (left-right), 
Taking Al-2 as an example, this means that we wil] 
investigate the displacement of the first vertebra 
with respect to the second as it moves from the left 
position into the upright (yielding one R-center); 
as it moves from the upright into the right (pro- 
ducing a second R-center); and finally, the total 
motion from the left into the right in one step (which 
produces a third R-center) (Fig. 2A). It is thus seen 
that there are three R-centers for each complete 
articulation. Since there are four complete articula- 
tions (A1-2, A2-3, A3-4, and A4-5), a total of twelve 
R-centers are produced in this plane (Fig. 2B). 


1.6 * In studying the R-centers of a number of sub- 
jects it was observed that there were three distinct 
types of arrangement among these points (Fig. 3). 
In one type, the L-U center appears on the left, and 
the U-R appears on the right side of the vertebral 
column. In the second type, the L-U appears on 
the right and the U-R on the left. Third, in some 
cases, L-U and U-R practically coincide. In almost 
all instances of these three cases the L-R point lies 
somewhere between the L-U and U-R points. Upon 
considering what type of a situation would most like- 
ly produce these results, we studied the nature of 
the intervertebral disk and examined what types of 
motion are possible between two vertebrae separated 
by a disk which acts as the region of contact. 


1.7 * According to earlier studies by Hoag and Ro- 
senberg,” the forces of thrust between the vertebrae 
are transmitted almost entirely from vertebral body 
to vertebral body directly through the intervertebral 
disk, except in the case of extreme extension when 
the spinous processes touch each other. This means 
that for whatever rotations do occur between verte- 
brae, the actual points of contact must lie somewhere 
within the intervertebral region. If the recorded 
R-centers do not lie within that region, there must 
have occurred, in addition to a simple rotation, 
some linear displacements within the intervertebral 
region, in order to produce the effect of a single ro- 
tation about a center outside of the intervertebral 
region. This is indeed what Euler’s theorem signifies. 
We therefore began to investigate the types of mo- 
tion responsible for R-centers as a function of the 
intervertebral region alone. 

This observation of the physical conditions of mo- 
tion immediately disclosed that the three types of 
R-center arrangements discussed above could be ex- 
plained simply (Fig. 4). Consider the first lumbar 
vertebra to start its motion from its L (left) position. 
This means that the first vertebra normally begins at 
an angle with respect to the second vertebra; so that 
the left side of the first vertebra’s lower surface is 
close to the upper surface of the second vertebra 
(that is, the point of closest approach), and the right 
side of the first vertebra’s lower surface is separated 
further from the second vertebra. 

From this L position the first vertebra can rotate 
into the U position in three distinct ways. It can 
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Fig. 2. Each vertebra has three R-centers, representing the motion 


from left to upright (L-U), upright to right (U-R), and the total 
combined rotation of both, from left to right (L-R). See Figure 
2A above and Figure 2B at right. 

move into the U position by dropping the right 
corner point of its lower surface, keeping its left 


corner point fixed. This means that the center of e 7 
rotation for L-U occurs at the left side of the verte- 

bra. It can also move into U position by raising its 

left corner and keeping its right corner fixed. This 

brings the L-U center of rotation to the right of the 

vertebra. Finally, the first vertebra can move into 

U position by a combination of these two; that is, it * 


can both drop its right corner point and raise its left 
corner point. This means that the L-U rotation center 
appears in the middle or somewhere between the 
left and right sides of the vertebra. 


1.8 ¢ It is obvious that these centers must lie in the 
intervertebral region because these centers are al- 
ways formed by the linkage between two vertebrae, 
and they represent either the actual centers of rota- 
tion or the average centers of rotation. However, this 
average center of rotation must not be confused with 
the R-center point of rotation which is an equivalent 
center. The R-center equivalent point is a fictional 
center of rotation (occurring much of the time out- 
side of the intervertebral region) because it repre- 
sents the combined effect of rotation and translation 
between two vertebrae. Even if an R-center is found 
to lie in one place continually (that is, if L-U, U-R, Fig. 2B 
and L-R R-centers coincide) as the person bends all 
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Fig. 3. An illustration of the three types of R-center distribution: movement of center to the right, to the left, and no movement. 


Case Ill 


JOURNAL A.O.A., VOL. 59, JULY 1960 


); 
> 
\ 
L-U U-R LR 
te 
t 2 
LU LR 
e 


L position U position 
Drop 1 2 
2 
2 
Rise 
Rise and drop » ‘ 
Rise and drop LU U-R 


Fig. 4. The mechanism of the three cases of R-center distribution 
is divided into: Case |, in which the upright position is produced 
by a rotation of the right side down, thus making the first pivot 
point or center on the left side; Case II, in which the upright po- 
sition is produced by a rotation of the left side up, thus making 


the way from the left to the extreme right, this would 
not indicate a pure rotation without translation as 
long as that point lies outside of the intervertebral 
region. Any R-center point that lies outside of the 
intervertebral region is therefore an indication of 
impure rotation, that is, rotation within the inter- 
vertebral region plus linear displacement within the 
intervertebral region. 


1.9 © The average center of rotation always lies with- 
in the intervertebral region and represents the aver- 
age point of rotation that actually existed within the 


Average center 


Fig. 5. If the vertebra merely rotates in place and there is no 
translation, then the average center and the R-center are identi- 
cal. However, should the vertebra translate as it rotates, the 
R-center will appear either above or below the average center. 
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the first pivot or center on the right side; and Case III, where the 
upright position is produced by a combination of the first two 
cases. Thus the right side is brought down as the left side is 
brought up, producing the first pivot point near the center. 


intervertebral region during a rotation. Indeed, by 
taking a very small rotation and measuring the inter- 
section point that is formed by the initial position of 
the lower surface of the first vertebra and its final 
position, a good approximation of the actual point of 
rotation during motion is obtained (Fig. 5). (If the 
infinitesimal rotations could be measured, the aver- 
age center of rotation obtained would coincide with 
the actual point.) Thus the problem is to consider 
reasonably small rotations, and from these rotations 
determine their angles and approximate centers of 
rotation. 


R-center 


Position A goes into position B by means of a rotation and a 
positive translation to the right. When perpendicular bisectors 
are constructed, the R-center appears below the average center. 
A negative translation to the left brings the R-center above. 
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Fig. 6. Coordinate system for R-center location, classifying motion 
of the first lumbar vertebra with respect to the second. The X 
axis represents the location of the average center of rotation, em- 
ploying symbols A, O, and B. The Y axis represents any translation 
that might accompany rotation, employing symbols |, 0, and r. 
Variations on these symbols are explained in text. Thus, any move- 
ment of vertebra | with respect to vertebra 2 involving both a 
rotation and a translation can be represented in this plane mapped 
out by the X and Y axes. Every R-center represents a point on 
the XY plane and can be analyzed in terms of rotation and trans- 
lation. 


1.10 « It is thus seen to be possible to interpret the 
significance of the location of R-center points. What 
remains is to (1) give a description of this analysis 
so that a complete physical explanation can be given 
for any type of R-center distribution in terms of the 
intervertebral region, and (2) devise a means for 
measuring the two components of motion within the 
intervertebral region, that is, the angle of rotation 
about the average center (not the fictional R-center), 
and the amount of linear displacement that accom- 
panies this rotation. 


2. Analysis of the R-center distribution 


2.1 * In order to interpret the distribution of the 
R-centers, we have constructed a coordinate system 
which will serve as a frame of reference for the lo- 
cation of the various centers. Since the motion of 
one vertebra is always considered with respect to its 
adjacent lower vertebra, we shall place our frame of 
reference on the lower one and view the motion of 
the upper vertebra in relation to this fixed coordi- 
nate system. Figure 6 shows how the Y and X axes 
are constructed, so that the X axis runs horizontally 
across the top of the fixed vertebra and the Y axis 
cuts vertically through the center of the same ver- 
tebra. The intersection is labeled “O” for origin. 
These two axes serve as a means of determining the 
two components of motion that each R-center ex- 
presses: The X axis (representing the intervertebral 
region because it lies in the region of contact be- 
tween the two vertebrae) will be shown to indicate 
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the nature of rotation, and the Y axis will be an in- 
dicator of the nature of translation. 


2.2 « Whenever an R-center appears well to the left 
side of the origin, this R-center is due to the right 
side of the moving vertebra having rotated down- 
ward (Fig. 4). All centers that lie well to the left 
partake of a rotation that is characterized by a rela- 
tively large downward motion of the right side. 
Similarly, all centers that lie to the right are char- 
acterized by motions that bring the left side up. An 
R-center that lies on or very close to the origin is 
characterized by a rotation in which the left side 
is brought up while the right side is brought down, 
hence neutralizing an over-all upward or downward 
motion. Of course, there are also points that lie be- 
tween the left side of the vertebra and the middle: 
however, for these cases, the downward motion of 
the right side is still greater than the small upward 
motion of the left side. We will call all R-centers 
that appear on the left side of the X axis A points, 
and on the right side, B points (and all points on or 
near the origin, O points). 

It is thus obvious that the further a center is away 
from the origin in the left direction, the greater the 
downward motion of the right side of the vertebra. 
If the R-center lies on the X axis but is so far to the 
left that it appears entirely outside the vertebral 
column, a rotation has occurred in which not only the 
right side moves down, but the left side also moves 
down (Fig. 7). In effect, this is a rotation that in- 
volves a complete vertical motion downward within 
the intervertebral region. This means that no point 
within the intervertebral junction serves as an actual 
pivot of rotation, but that the whole upper vertebra - 
moves downward in such a way that the right side 
moves down more than the left side. This produces 


.an effect of rotation about a point outside the inter- 
’ vertebral region. We call this extended rotation (a 


rotation whose center point is located beyond the 
intervertebral region). 

Finally, one can consider the limiting case of this 
extended rotation. This occurs when the R-center 
is so far out to the left that it fails to show on the 
paper at all (Fig. 7). The R-center is said to be at 
“infinity.” In this case, the upper vertebra partakes 
of a pure downward (vertical) motion, with both 
the left and right sides moving down in equal 
amounts. The same analysis holds for the right side, 
when right extended rotation occurs, and the limit of 
this right extended rotation which would produce a 
pure upward motion. The symbols for extended ro- 
tation are A‘ for the left extended rotation and B" 
for right extended rotation. The symbols B+" and 
A+4 are used to denote the rare cases in which the 
points lie so far out that they produce a motion in- 
distinguishable from pure upward or pure downward 
motion. We consider pure vertical motion to be a 
special case of rotation about a point at infinity. All 
these classifications of motion have been found to 
occur. 


2.3 ¢ Five regions are designated on the X axis for 
the appearance of an R-center point: A‘, A, O, B, 
and B, In addition, however, further account must 
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Fig. 7. “Extended rotation" occurs when the average center of 
rotation does not occur within the spinal column. Thus, for exam- 
ple, the entire vertebra can move down, so that the right side 
moves further down than the left side. This means that the verte- 
bra in effect rotated clockwise an angle "O" and moved vertically 
downward a distance "h."" We have arranged a sequence of three 


be taken of the possibility of there being no relative 
rotation between the vertebrae at all, when the 
spinal column moves from left to right or from ex- 
tension to flexion. This situation is denoted by the 
symbol X. Therefore, each relative displacement 
between two vertebrae can be represented by six 
symbols: A¢, A, O, B, B", and X. If the displace- 
ment of vertebrae in moving from left to right is 
considered in two component steps—from L-U to 
U-R—each component can have six possible values. 
Hence, the entire displacement is represented by a 
combination of two symbols, each symbol having 
six possible values. This means that the number of 
possible combinations representing the total dis- 
placement is 36, since the six possibilities of the first 
symbol can combine with the six possibilities of the 
second symbol, yielding 6 times 6 combinations. 


2.4 * These 36 combinations can be classified into 
three major groups. Case I is called the A-B group. 
This group represents all shifts of the R-center from 
left to right. Case II is called the inverse or B-A 
group. In this case the R-center shifts from the right 
to the left as the person bends from left to right. 
Finally, Case III is called the O group, denoting 
that group in which the two R-centers coincide and 
do not shift as the person bends from left to right 
(Figs. 3 and 4). 


2.5 * A possible explanation for these groupings is 
as follows: Case I could be explained on the as- 
sumption that the nucleus pulposus within the disk 
is ineffectually small or has broken down, and hence 
allows the vertebra to pivot about the edge of the 
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Pure vertical drop 


terms: A, A‘, A+*. A represents pure rotation, in which only 
the right side moves down. A® represents extended rotation, in 
which the right side moves down to a large degree, but the left 
side also, to a lesser degree. Finally, in the limit, A+® would 
represent pure vertical motion, that is, the right and left sides 
move down equal amounts. 


vertebra as the vertebra moves from left to right. 
Case II could be explained by the assumption that 
a nucleus pulposus is sufficiently large but inelastic, 
so that the vertebra pivots on the pulposus without 
deforming it. Thus, the pulposus first appears on the 
right side and acts as a fulcrum to lift the left side; 
then when the weight shifts, the pulposus slips to the 
left side and acts as a pivot to allow the right side 
to move down. Finally, Case III could be ex- 
plained in a manner similar to Case II, except that 
the pulposus remains more or less in one position, 
whether or not it is elastic and deformable. However, 
all these explanations are merely hypothetical as yet, 
and must be tested, even though they seem to be 
suggested very strongly by the types of motions per- 
formed.by the vertebrae. 


2.6 © The Y axis must be studied in a similar manner. 
As Figure 8 indicates, the R-centers appear on the 
X axis only when the vertebrae make no linear mo- 
tions (that is, the motion is pure rotation). How- 
ever, should there be a rotation accompanied with 
translation, the R-center is shifted either above or 
below the X axis. For instance, Figure 8 shows that 
a slight linear displacement to the right would bring 
the R-center below the X axis (even though the 
actual or average center appears within the interver- 
tebral region). Similarly, a slight displacement to the 
left as the vertebra rotates would bring the R-center 
above the X axis. The greater the translatory dis- 
placement, the further removed the R-center would 
appear above or below the X axis. We have called 
the region below the X axis the R-region, and the 
region above the X axis the L-region (Fig. 6). 
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Fig. 8. The first figure represents pure rotation about a point A. 
The second and third figures represent a combined translation and 
rotation, broken up into two steps: First a translation by an amount 
"d." and then a rotation by an amount "@." The total effect is 
represented in the fourth figure. Actually, the same result could 
be obtained by first rotating and then translating, or by a com- 
bination of both at the same time. By recording the location of 
the average center C, the angle of rotation "®,"' and the linear 
displacement “d," it has theoretically been made possible to de- 
termine the location of one equivalent rotation about an R-center 
(see Figure 5). While it is important actually to measure the 
individual values of "0," "d,"" and the location of C, their net 


If the R-center lies so far down that it could be 
considered at infinity, such an instance would mean 
that a pure horizontal displacement to the right, 
without rotation, had occurred. Similarly, a pure 
horizontal displacement to the left would bring the 
R-center point to infinity above the X axis. Using 
this same coordinate system, we have calculated the 
possible combinations for the various linear displace- 
ments. The Y axis has three regions: I, 0, and r, with 
1 standing for left linear displacement, o for no 
linear movement, and r for right linear movement. 
Since there are two movements to consider (L-U 
and U-R), each of which can be labeled 1, 0, or r, 
this means that each movement has three possibili- 
ties, resulting in 3 times 3 or 9 possible combinations 
for both movements together. Since the X axis gives 
us 36 distinct patterns or combinations, and the Y 
axis 9 patterns, together they yield 36 times 9 or 
324 arrangements that are possible for the two 
R-center points (representing L-U and U-R) within 


‘» the frame of reference described. It therefore is pos- 


ible to classify each pair of points and describe 
hat physical condition brought them into being in 
terms of the kinematics of the intervertebral region. 
Figure 6 shows that the entire infinite plane 
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effect can conveniently be summarized as one R-center. The co- 
ordinate system illustrated in Figure 6 can then be used to com- 
pare several such motions. It is not necessary actually to construct 
the R-center; merely knowing where C is on the X axis (A%, A, O, 
B, B") and whether ''d" is plus, zero, or negative (locating the 
translation as r, 0, or | on the Y axis) is sufficient to indicate the 
general region in which one equivalent R-center would fall. In 
the particular example shown, the rotation occurs about a point 
on the left side of the vertebra, point A, and the translation is 
positive, that is, to the right. The coordinates of the R-center 
would be A for the X axis and r for the Y axis, and this R-center 
is called Ar. 


mapped out by the X and Y axes is now accounted 
for, including the points at infinity at the four ex- 
tremes of the axes. The infinite points on the X axis 
refer to pure vertical motion; the infinite points on 
the Y axis refer to pure horizontal motion; the 
origin refers to pure rotation; any other points on the 
X axis mean rotation with some vertical motion either . 
upward or downward (see paragraph 2.2); any other 
points on the Y axis mean a rotation with a resultant 
horizontal shift; and all other points in the four 
quadrants are combinations of rotations, vertical 
linear motions, and horizontal linear motions. 


2.7 * In extending the analysis, the L-R motion has 
an R-center point which describes the total bending 
from left to right in one motion. This one R-center 
point has 6 possible values on the X axis and 3 pos- 
sible values on the Y axis, yielding 6 times 3 or 18 
possible combinations for this L-R point. Since this 
L-R R-center point represents the entire motion of 
bending from left to right in one step, we consider it 
as an entity distinct from the L-U and U-R pair of 
points, which consider the same motion in two com- 
ponent steps. 
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3. Quantitative determination 
of translatory and rotational motion 


3.1 * In order to obtain quantitative information 
about the orders of magnitude for both the transla- 
tions and the rotations produced by vertebral mo- 
tion, it is necessary to modify the mechanics of the 
R-center procedure described by Rosenberg.’ In- 
stead of constructing the Euler R-center directly, by 
drawing perpendicular bisectors, we shall merely 
measure the translational and rotational components 
of the R-center in terms of the intervertebral region 
itself. This method has distinct advantages: (1) it 
eliminates the construction of perpendicular bisec- 
tors; (2) it is more accurate, since the mechanical 
errors arising from the construction of perpendicular 
bisectors are eliminated; (3) the results thus ob- 
tained are more meaningful as they directly describe 
the physical process of motion in the intervertebral 
region, instead of indirectly indicating it by means of 
a fictional R-center point lying outside the inter- 
vertebral region. 


3.2 © The first step is to use three x-ray negatives: 
one called left (complete side-bending to the left), 
one upright, and one right (complete side-bending 
to the right), taken in the anteroposterior plane. 
(From the lateral plane, three negatives are used 
for this step: one extension, one upright, and one 
flexion.) The upright negative is placed on top of a 
frosted glass on a viewing box, and three small holes 
are punched in each of the five lumbar vertebrae in 
a prescribed manner, with the point of a draftsman’s 
divider. Two of these points mark off the two lateral 
edges of the lower surface of the vertebrae, and the 
third point is placed anywhere in the middle of the 
vertebral body. It is relatively simple to determine 
the lower edge of the vertebra by locating the point 
of greatest curvature and making the puncture at 
that point. In effect, the two lower points define the 
bottom surface of the vertebra, making the bottom 
surface a fixed line or frame of reference. It is the 
motion of this surface which is being investigated, 
relative to the vertebra which is immediately below it. 


3.3 ¢ It would be possible, of course, to investigate 
the motion of the lower vertebra with respect to the 
upper one, by punching holes on the top surface of 
the lower vertebra. However, in keeping with the 
convention of the previous project, intervertebral 
motion is studied using the lower vertebra as a fixed 
frame of reference from which movement is record- 
ed by noticing the displacement of the upper verte- 
bra relative to the lower one. The reason we pick 
the lower surface of the upper vertebra as the sur- 
face to record, instead of any other surface or plane 
in the upper vertebra, is that this surface makes 
contact with the intervertebral region and hence be- 
comes the most useful and interesting from a dy- 
namic point of view. Furthermore, the error in 
judgment involved in picking out the lower surface 
is well within the accuracy attainable by the match- 
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ing method (that is, the error is less than 1 degree 
for rotation and 1 mm. for translation). 


3.4 ¢ The third point, lying in the body of the verte- 
bra, is used as an additional point for matching, as 
will be shown later. 


3.5 ¢ After each vertebra is marked on the upright 
film in this fashion, the left side-bending negative is 
superimposed on the upright negative. Naturally, 
the two columns do not coincide, but the purpose of 
this superimposition is to match separately each in- 
dividual vertebra from the left view with the cor- 
responding vertebra of the marked upright negative, 
and then transfer the holes from each upright verte- 
bra to the vertebra on the matched left negative. In 
other words, the three puncture holes in each indi- 
vidual vertebra are considered as a fixed structure 
of that vertebra, and we wish to have the identical 
construction of each vertebra appear on the corre- 
sponding view of that vertebra. Since the light from 
the viewbox clearly shows the holes in the upright 
negative when the left negative is placed on top of 
it, the point-end of a divider can easily be used to 
puncture the left negative at precisely the same 
points. Care must be taken to exactly match the 
outlines of the corresponding vertebra. This proce- 
dure is followed for each of the five vertebrae on the 
left side-bending films, and then on the right side- 
bending films. 


3.6 * The relative motion of the vertebrae with re- 
spect to each other can be studied by means of re- 
cording the relative displacements of these holes that 
have been made a fixed part of the vertebrae. To 
study the displacement, place the negative of the 
upright position on the view box and tape a large 
sheet of tracing paper over it. The first step is to 
locate on the tracing paper the three sets of holes 
that appear on each of the five lumbar vertebrae by 
placing a divider point through the tracing paper 
straight into the holes in the upright negative below. 
Then, with the point of the dividers, make a thin 
scratch line through the lower two points of each 
vertebra on the tracing paper. This line defines the 
position of the lower surface of each vertebra in the 
upright position. The lines should be drawn to go 
through the reference points and beyond the actual 
confines of the vertebrae themselves. It is preferable 
to make the extension of these scratch lines large on 
the right side (where measurements will be record- 
ed) and relatively small on the left side. After this 
has been done, a small red line (0.5 cm.) is super- 
imposed upon the scratch line on the extreme right 
end. This serves to identify the upright scratch lines 
as red, 

The left negative is placed over the tracing paper 
in such a way as to match the reference points of 
the second lumbar vertebra of the left view with the 
reference points of the second lumbar vertebra of 
the upright view which appear on the tracing paper 
below it. This is done by matching the three fixed’ 
holes on each corresponding vertebra. In this way, 
the second vertebra has been made the stationary 
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frame of reference. It will be noticed that while the 
second vertebrae match, the first ones do not, be- 
cause of relative displacement produced by the sub- 
ject bending to the left. 

The pointed ends of the dividers are then pushed 
through the holes of the first lumbar vertebra of the 
left view onto the tracing paper underneath. Thus, 
the tracing paper will now have two sets of holes for 
the first vertebra: one for the upright, which has a 
scratch line through it, and one for the left-bending 
position. The holes of the view with side-bending 
to the left will be displaced with respect to the 
holes of the upright view on the tracing paper. 

This procedure is then continued by matching the 
third lumbar vertebrae of the left-bending and up- 
right positions together. The relative motion of the 
second vertebra with respect to the third can thereby 
be recorded on the tracing paper. This is continued 
until the four relative motions are recorded: L-1 with 
respect to L-2, L-2 with respect to L-3, L-3 with 
respect to L-4, and L-4 with respect to L-5. After 
all the points have been recorded on the tracing 
paper, the left side-bending x-ray negative is re- 
moved, and an outline of the vertebrae themselves is 
traced from the upright negative. onto the tracing 


paper. 


3.7 * We now make a scratch line through the sets 
of holes that have been made from the left-bending 
film onto the tracing paper, marking them with a 
small blue identification line on the extreme right 
end. In the analysis that follows the third point that 
lies in the center of each vertebra can be discarded, 
since it only served in the process of matching. We 
are therefore left with-two intersecting lines for 
each of the four intervertebral regions (Fig. 9A). 


3.8 « The tracing paper is now removed from the 
upright negative and is ready for quantitative analy- 
sis. In order to determine the angle the vertebrae 
moved through as they moved from the left-bending 
position to upright, a protractor is placed at the in- 
tersection point of the two scratch lines, and the 
angle between the lines is read. This intersection 
point is thus the average center of rotation discussed 


Blue line 


Red line 

f ’ 

: Lumbar 2 1 Two scratch lines 

with colored tips 

; | (dots on lines are holes) 


Fig. 9. Lumbar vertebrae | and 2 are in upright position, traced 
on tracing paper. There are two scratch lines: one with a blue seg- 
ment, and the other with a red one. The blue segment indicates 
the former position of the first lumbar vertebra when it was in its 
left position, and the red segment indicates its present upright 
position. The two holes on each scratch line mark the length of 
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in paragraph 1.8. The angle is the actual angle that 
the lower surface of the vertebra has moved through, 
with the intersection point as the average center of 
rotation. This is recorded on the right side of the 
vertebrae, as shown in Figure 9B. 

Next, the relative linear displacement between the 
two vertebrae is determined by taking a pair of di- 
viders, placing one point on the intersection point 
(average center of rotation) of the two scratch lines, 
and the other point at the hole on the right side of 
the vertebra’s left-bending (blue marked) scratch 
line. From this position, the dividers are used to 
make an arc with its center at the intersection of the 
two scratch lines, and swinging the other end of the 
dividers until it reaches the red scratch line (Fig. 
9B). When the arc has reached the red scratch line, 
a point is formed which may or may not coincide 
with the right hole of the red scratch line, which 
represents the right edge of the lower surface of the 
vertebra in its upright position. If the points do co- 
incide, a condition of pure rotation without any ef- 
fective translatory displacement is indicated, because 
the dividers have merely brought the right edge of 
the lower surface from its left (blue) position into 
its upright (red) position. However, when the arc 
has been swung by the dividers, it may be that the 
new intersection point on the red scratch line does 
not coincide with the right point of the upright posi- 
tion. The right point may be found to be closer to 
the average center of rotation or, as in Figure 9B, 
further removed from it. If the right point on the 
red scratch line is further removed from the new 
intersection point, there will be a small but definite 
segment of length on the red scratch line between 
the new intersection point and the right point of the 
upright position (marked “d” in Figure 9B). 

This small segment, when measured, represents 
the amount of linear displacement or translation that 
has occurred to the right, as the vertebra moved 
from its left-bending position into its upright posi- 
tion. In effect, we will be measuring the line seg- 
ment “d” indicated in Figure 8. Similarly, if the right 
point on the red scratch line is closer to the average 
center of rotation than the new intersection point, it 
means that there has been a shift or linear displace- 
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the lower surface of the moving top vertebra. In the second fig- 
ure, the two scratch lines intersect, and their intersection, which is 
marked by a circle, represents the average center. The value of 
“d" is obtained by swinging an arc around the average center, 
bringing the holes on the blue line onto the red line. Finally, the 
angle "®" can be measured using the average center as vertex. 
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L-U motion 


0 mm. 


Fig. 10. An example of a complete lumbar spinal column, as it 
swung from its left position into its upright position. The motion 
of the first with respect to the second yields an angle of 20 de- 
grees and a displacement of plus 2 mm. The average center is 
to the left side; hence the R-center has coordinates A and r, and 
is called A,. In the motion of the second vertebra with respect 
to the third, the average center is very close to the center, and 
is called O. The displacement is negative, to the left. R-center 
is called O.. (If the average center is less than one third of the 
distance from the center to the edge of the vertebra, it is called 
O; otherwise it is called A. In the first two cases the center is 
indicated by a small mark.) In the motion of the third vertebra 
with respect to the fourth, the average center is clearly A, and 
there is no translation; hence the R-center is A. In the motion of 
the fourth with respect to the fifth, the average center is consid- 
erably to the left, in position A*. There is a positive translation 
or slippage r. The R-center is Ag. In recording the angle made, 
17 degrees, it is also indicated that the vertebra moved down 
| mm; the angle is recorded as (17° —1! mm.). In this particular 
example, no R-center was located at the B or right side, although 
this occurs in L-U and U-R motions. The upright to right motion 
of this spinal column would probably reveal these. 


ment to the left, as the vertebra moved from its left- 
bending position into its upright position. 


3.9 This type of measurement is continued, and the 
linear displacements and angles are recorded for the 
entire four sets of motions between the five vertebrae 
(Fig. 10). Sometimes it is necessary to record not 
only a linear displacement to the left or right, but 
also a vertical rise or drop. This is done by measur- 
ing the perpendicular distance for the edge-point 
of the upright vertebra to the point where this per- 
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pendicular distance intersects the left (blue) scratch 
line. In effect, we are measuring the distance called 
“h” in Figures 7 and 10. Thus, we now have a np. 
merical value for the angle of rotation, the amount 
of linear displacement relative to the intervertebral 
region, and the amount of rise or drop relative to the 
intervertebral region. 

After finishing the L-U movement, in which the 
angles and translations that arise because of motion 
of the vertebral column from left-bending to upright 
were studied, the next step is to study the U-R mo- 
tion in an exactly analogous manner. In this case, 
the U negative is tacked down again, and this time 
the R negative is superimposed on it instead of the 
L. The only difference is that the R-negative scratch 
line has a green coding to distinguish it from the 
others. 

Finally, after completing both the L-U and the 
U-R motions, we study the net over-all motion called 
the L-R. In this analysis, we start by placing the R 
negative on the bottom and study the L negative 
relative to the R negative. Upon finishing this last 
study, we have on one large sheet of tracing paper 
all three motions for the anteroposterior view: the 
L-U, the U-R, and the L-R. 

In a similar way, we construct the lateral views of 
E-U, U-F, and E-F. At the end of the entire process, 
we have six drawings representing the six steps un- 
der consideration when a vertebral column moves 
from left-bending to right-bending, and from exten- 
sion to flexion: three for the anteroposterior motion 
and three for the lateral motion. 


3.10 ¢ Having at hand the drawings of these relative 
displacements, together with their numerical values, 
one can observe where the rotation has been large, 
where peculiar translational shifts or rises have taken 
place, and where the average point of rotation lies 
in relation to the intervertebral region. 


3.11 * We have utilized the above procedure of 
analysis for more than 70 cases, recording numerical 
values for rotation and linear displacement. To eval- 
uate the results of this analysis, we classify the vari- 
ous numerical values into several groups—such as 
the A-B, the B-A, or the O groups—and the 324 
groups of possible R-center arrangements. With such 
an evaluation of the numerical results, it is possible 
to ascertain patterns of vertebral motion that might 
characterize the motion of the spinal region. To date, 
we are finding that the intervertebral motions tend 
to occur in certain patterns. Of course, in order to 
arrive at a significant set of patterns, it will be neces- 
sary to test a larger number of cases. If significant 
patterns are found to exist, it will be possible to 
study cases in which there are deviations from the 
standard patterns. In this way we may be able to 
obtain some information about the abnormal be- 
havior of spinal motion. 
[To be concluded in the August JourRNAL] 
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Cancer and cryotherapy 


A review 


LAWRENCE H. TAYLOR, A.B., D.O.,* Covina, 
California 


“The dying cancer patient,” says Howes,’ “con- 


demned before his doctor’s pessimism, is torn between 
the twin sirens of charlatanism and morphinism.” 
Depression caused by the knowledge of imminent 
death followed by increasing debility and helpless- 
ness is deepened by the continuous agony of in- 
tractable pain. Ulcerations, infections, constipation 
or diarrhea, cough, anorexia, or vomiting may add 
to the misery. 

A search of the literature to find some way of pro- 
viding more relief for the patient in the terminal 
stages of malignancy added little knowledge to the 
supportive measures currently in use. There was one 
exception. 

It would be more correct to say that there was a 
series of related exceptions. Approximately 20 years 
ago Temple Fay and Lawrence Smith wrote several 
articles reporting their success with what the news- 
papers called “frozen sleep.” In at least ten articles 
over a 5-year period these authors extolled the value 
of cryotherapy in cancer. 

A surprisingly great number of famous names in 
medicine are linked with the use of ice or snow or 
some form of cold as actual therapy. Hippocrates 
recommended the use of snow or ice to check hemor- 
rhage and for swellings. For gouty joints and sprains 
he recommended the copious use of cold water.”* 
Celsus advised use of cold water on recent injuries 
of the most varied kind.? William Harvey treated his 
own gout as Hippocrates had suggested. Bartholin 
recorded that Severino (father of comparative anat- 
omy) used ice and snow for sprains and swellings. 
Francis Bacon caught his death of cold while trying 
to preserve meat. William Cullen and John Hunter 
both unsuccessfully attempted to induce suspended 
animation in animals.* Baron Larre, Napoleon’s army 
*Dr. Taylor is a Clinical Instructor in the Department of Physical 


Medicine and Rehabilitation, College of Osteopathic Physicians and 
Surgeons, Los Angeles. 
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surgeon, reported that cold had an anesthetic ef- 
fect.*® Louis Pasteur studied the effects of cold on 
resistance to infections in birds.° 

With the possible exception of the use of cold for 
swelling as advocated by Hippocrates, the first re- 
corded use of local cooling for cancer was published 
in England by James Arnott (1848) in an article 
entitled, “Use of very low and benumbing tempera- 
ture in Cancer, Neuralgia, Rheumatism, etc.”’ He 
devised special containers and applicators for his 
ice-cold brine solutions. In the next year Bennett 
wrote “On cancerous and canceroid growth,” a paper 
which advocated use of cold saline solution for 
breast tumors. Valpeau in France used ice, but only 
after Arnott had visited him.’ The specific action of 
cold was described by Cooke* in 1864 when he 
wrote: 


Cold, by means of ice applied with great caution, has its uses. 
It subsides those occasional inflammatory paroxysms to which 
scirrhous tumor is prone, and may check the disposition to 
suppuration, the result of inflammatory action. Its constant 
use, however, in all states of the tumor is not warranted by 
experience. The destructive power of the agent is so great, 
that I have seen the whole breast slough as a result of the 
prolonged application of ice, and the sloughing, in the in- 
stance I refer to, extended through the intercostal muscles 
into the cavity of the chest. 


Further work in cancer was done by Paul Ehrlich® 
when he discovered that extreme cold would pre- 
serve the viability of transplantable tumor tssue. In 
1936 Huggins and Noonan” established that a criti- 
cal temperature is necessary for normal embryonal 
cells to grow. Embryonal cells are undifferentiated. 
In the same year Geschickter and Copeland" report- 
ed that metastases from tumors were found chiefly 
in the warmer parts of the body, and in 1938 Fay 
and Henny” confirmed and amplified their findings. 
In the next year, Smith and Fay'* demonstrated that 
developmental defects could be induced in chickens 
if the eggs were incubated for the first 48 to 72 hours 
at 90 F (32.2 C) instead of the normal 101 F (38.3 
C), thus confirming the work of Huggins and 
Noonan.”° 

The monumental work of Fay, Smith, and their 
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Prolonged refrigeration diminishes 
the size of the malignant 
colony without damage to normal 
tissues . .. Hypothermia is analgesic 
in action, and the intractable 
pain of cancer may be 


relieved for long periods 


associates'*"°-** provides the only hope for the can- 
cer patient who has been rejected because he has 
had a full course of radiation and complete extirpa- 
tive surgery. 

In 1941 a comprehensive summary by Talbott re- 
viewed the work in hypothermia up to that time. In 
this review in The New England Journal of Medi- 
cine, he summarized: 


A discussion of hypothermia is timely because the physiologi- 
cal changes and therapeutic implications associated with it 
have begun to be studied systematically only of late. During 
general hypothermia the internal body temperature may be 
lowered to 75° F. with subsequent recovery. It may be main- 
tained continuously between 80 and 90° F. for as long as 
eight days. If local application of cold is employed, a cir- 
cumscribed area of the body may be maintained between 40 
and 50° F. for several months without damage or destruc- 
tion of normal tissues. Relief of pain is probably the most 
important single effect of general hypothermia in patients 
with metastatic cancer. Regressive changes in tumor tissue 
have been reported following prolonged general hypothermia. 


He concludes “that knowledge in the field of hypo- 
thermia is most fragmentary and that until a large 
amount of painstaking labor is expended, a full and 
comprehensive understanding of all the related facts 
will not exist.” In the last 5 years there has been an 
increasing volume of research on the physiology of 
hypothermia particularly as an anesthetic aid. For a 
complete summary of recent work the reader is re- 
ferred to an article in the British Journal of Anaes- 
thesia® or to the book The Physiology of Induced 
Hypothermia."* 

Fay and Smith reported that in their studies of al- 
most 200 terminal cases (all patients had previously 
been treated by the conventional methods and now 
were seeking relief from severe pain) neurosurgical 
intervention for the relief of pain was no longer re- 
quired after one or more periods of generalized body 
cooling. They further reported that in many in- 
stances actual regression of the primary and often 
the metastatic cancer occurred. McCravey”* reported 
similar finding when he treated cancer of the urinary 
bladder with local cold applications using specially 
designed applicators. In addition to the cancericidal 
and analgesic effects a third property was noted. 
Many of their patients were morphine addicts. Fay 
and Smith reported that after a series of treatments 
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the pain was often gone for 2 or 3 months, and that 
the drug addiction was gone also.**-** 

In 1942 Sano and Smith”® reported on experiments 
with tissue cultures. They found that temperatures 
of 22 to 24 C were critical with respect to nuclear 
division of tumor cells. Only rarely would tumor 
cells survive 5 days at 20 C. A large proportion of 
tumor cells grown at 22 to 24 C showed arrested, 
incomplete mitosis.’*”° 

Partly as a result of World War II, work pre- 
viously done with reduced temperatures lay buried 
on library shelves until May 1950 when Boerema**?* 
of Amsterdam reported on the successful use of hy- 
pothermia as an aid to cardiac surgery. Bigelow**:** 
in America reported similar findings at about the 
same time. These papers stimulated a resurgence of 
research concerning induced lowered body tempera- 
tures. But the effect of cold temperatures on cancer, 
malignant cell growth, and metastasis has had only 
rare and sporadic study since the work of Smith and 
Fay. 

In 1930 Lortat-Jacob and Solente®® reviewed their 
own experiences and those of 300 authors in the use 
of cryotherapy. Local freezing was used in cancer 
therapy for skin lesions, especially basal cell carci- 
noma and in selected cases of squamous carcinoma. 

In a tissue culture of He La gray cells, Newton 
and Wildy (1954)** reported that cooling for 1 hour 
at 4 C produced: . 


1. Inhibition of cellular division 

2. Synchronous division of cells occurring about 
18 hours after cooling 

3. Synchronism persisting for at least two divi- 
sions. 


This effect of refrigeration on tissue cultures was 
similar to that reported by Sano and Smith” in 1942 
when they advocated the trial of x-rays plus cooling. 
No report has been made of such an experiment nor 
has the synchronizing effect of cold on mitosis been 
studied in vivo. 

The literature has become filled with examples of 
the safety of hypothermia since its use has become 
common in cardiovascular and neurologic operations. 
Examples will be cited to demonstrate the extremes 
which are compatible with human life. 

Niazi and Lewis (1958)** reported reducing the 
temperature of a 51-year-old woman in the last 
stages of carcinomatosis to 9 C. They reported that 
cardiac standstill persisted for 45 minutes. Upon re- 
warming, the patient was “pleasant and alert” and 
“remembered our names immediately after recov- 
ery.” They reported that there was no change in her 
cancerous condition and that she died 38 days later 
of ureteral obstruction. Of course their work did not 
meet the time requirements set forth by Smith and 
Fay" who believed that at least 5 days of subcritical 
temperatures were necessary before definite regres- 
sive changes in the tumor would be evident. 

Refrigeration but not true hypothermia has been 
maintained continuously in critically ill patients for 
as long as 42 days, with survival, by Reeves and 
Lewis.** Hypothermia has been used in pediatric 
cases for asphyxia, hyperpyrexia, and various opera- 


tions in the Los Angeles Children’s Hospital.***° It 
has been also advocated for aged persons who must 
undergo operations for various reasons, who have 

or respiratory or cardiovascular function.** In 
England hypothermia has been safely used to treat 
conditions occurring during pregnancy such as 
eclampsia or severe neurologic injury without harm 
to the unborn fetus.**-*° 

A cannula registering —20 C was inserted into 
areas of cerebral cancer by Rowbotham (1957).** 
None of the four patients died from the procedure, 
and relief was obtained in two. Smith and Fay* 
reported a similar experiment, but not at such low 
temperatures. 

The success of hypothermia in the treatment of 
cancer is dependent on the temperature and the time 
of exposure. Vaughn,*? a contemporary of Smith and 
Fay, reported failure to reproduce the results of the 
two investigators from Temple University Medical 
School. He said that hypothermia was dangerous, 
causing cardiac and lung complications which led to 
the death of the patients, and that it was not effec- 
tive in diminishing the size of the tumor. He re- 
ported, however, that pain was often dramatically 
reduced after treatment. Analysis of his work dem- 
onstrated that he failed because of the time element. 
He cooled his patients for not more than 36 hours, 
whereas Fay believed that temperatures of 85 to 90 
F (29 to 32 C) were necessary for about 5 days be- 
fore regressive changes occurred. In many cases in- 
termittent periods of over 300 hours were given by 
Fay and Smith. The same criticism can be made of 
the work of Niazi and Lewis,** although their work 
stands as a “record” in depth of human refrigeration. 

Some of the most exciting discoveries in cancer 
have been made with animal experimentation and 
transplantable tumors. The reports are too volumi- 
nous to survey in this brief paper. It is of more 
than passing interest that the work done by Ehrlich 
(1907)°® and later by Breedis and Furth (1938)** 
showed that mouse sarcomas and carcinomas could 
be kept for over 1 year at low temperatures (—10 to 
—79 C) without losing the power to start fresh 
tumors. In 1949 Gye and his associates** presented 
evidence that the refrigerated cells were really dead, 
but that the reproducible tumor was the effect of an 
agent that survived the rigors of severe, rapid cool- 
ing which killed the agent’s host cell. They conclud- 
ed that cancer in mice, as a pathologic process, “is 
the effect of the parasitization of a cell with a spe- 
cific virus.” The relation of viruses to many animal 
cancers is irrefutable. This relationship apparently 
does not exist to the same degree in human cancers. 

There is an ever-increasing list of transplantable 
animal tumors. However, there is no record of a ma- 
lignant tumor being transferred from one man to an- 
other, accidentally or otherwise. Medewar** stated 
the problem in another way: “Nearly everyone who 
supposed he was using transplantation to study 
tumors was in fact using tumors to study transplanta- 
tion—not always to good effect.” 

Unfortunately, Smith and Fay did not classify 
their results as to which tumors appeared to respond 
more favorably to the cold treatment. They only 
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In institutions with equipment and 
trained personnel to handle 
hypothermia, comprehensive study 
based on the work of Smith and Fay 
should be undertaken in the 
chance that greater relief can be 


given the terminal cancer patient 


provided lists of which tumors were treated. Theo- 
retically, from the available data, it would appear 
that tumors induced by viruses could not be cured 
by cryotherapy, although conceivably their multipli- 
cation could be retarded by sufficiently low tempera- 
tures. On the other hand, the reports cited above 
indicate that local or general hypothermia has a 
destructive effect on undifferentiated and at least 
some types of malignant cells, but not normal cells. 
All cells can be destroyed by various physical means, 
with extremes of heat, cold, or irradiation. The effect 
of cold in diminishing the size of the tumor presup- 
poses, as Smith has suggested, that there is a critical 
temperature for tumor cells which is different for 
noncancerous cells. Prolonged exposure of the body 
to the temperatures just below the critical level for 
cancer tissue, but just above the range for normal 
tissue, would allow the body to rid itself of the ma- 
lignant tissue. Operation would effectively reduce 
the time necessary for hypothermia, since the greater 
mass of cancer tissue could be more easily removed 
manually, leaving the distant and grossly invisible 
sites to be gradually destroyed by the subcritical 
temperatures. 

Theory is only useful when put to the test. The 
intricacies of the human body are so numerous and 
so mysterious that theory and reasoning alone will 
often lead down a false path. In experimentation 
rests the burden of proof. 

The differences between animals and man cast 
doubt upon the applicability of some experimental 
animal data to man. Black and Speer (1959)** sug- 
gest “it would be more profitable, not to study mice 
less, but to study man more.” 


Summary 


The terminal cancer patient is given up as lost by 
his doctor, his friends, and himself since there is no 
curative drug, operation, or irradiation presently 
available which will stop the spread of malignancy. 
A search of the literature has revealed hypothermia 
as one possible hope for these “incurables.” Cold 
therapy has been advocated and used from the time 
of Hippocrates to the present. Hypothermia, both 
locally and generally, is a proved and safe addition 
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to the physician’s armamentarium. 

Findings reported in the literature which indicate 
the value of hypothermia in cancer are: 

1. Embryonal and undifferentiated neoplastic tis- 
sues have higher critical temperatures necessary for 
growth than differentiated cells. 

2. Prolonged refrigeration diminishes the size of 
the malignant colony without damage to the normal 
tissues. 

3. Hypothermia is analgesic in action, and the in- 
tractable pain of cancer may be relieved for long 
periods. 

4. Drug addiction disappears after treatment. 

In institutions with equipment and trained per- 
sonnel to handle hypothermia, comprehensive study 
based on the work of Smith and Fay should be un- 
dertaken in the chance that greater relief can be 
given the terminal cancer patient. 

Covina Medical-Dental Bldg., 646 W. San Bernardino Bled. 
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Surgical treatment of 
spontaneous intracerebral hemorrhage 


Observations on 80 cases* 


CLAUDE GROS, M.D.,+ and BORIS VLAHO- 
VITCH, M.D.,t Montpellier, France, and WILLIAM 
F. QUINLIVAN, D.O.,§ Dayton, Ohio 


Spontaneous intracerebral hemorrhage creates a 
pathologic syndrome often referred to as “stroke.” 
This condition can also be produced by cerebral 
thrombosis or cerebral embolism. The neuropathol- 
ogy is created by the localized destruction of cere- 
bral tissue, whether it be by an expanding hema- 
toma or by the localized ischemia of cerebral 
thrombosis and embolism. Apoplexy is not strictly 
a disease, but a group of symptoms that are mani- 
fested by patients with a degenerative vascular 
process. 

Cerebral apoplexy or “stroke” is the commonest 
and most serious acute neurologic disorder.’ It is 
the third most common medical cause of death, 
according to the Metropolitan Life Insurance Com- 
pany.2 From this may be seen the importance of the 
problem. 

At the present time direct surgical attack on the 
“stroke lesion” is indicated only when the syndrome 
is produced by intracerebral hematoma, with one 
exception. Thrombosis and embolism produce necro- 
sis and softening of cerebral tissue, but little is 
accomplished by removal of this degenerated brain 
substance unless the softening produces pseudotu- 
mor reaction and behaves like a space-occupying 
lesion. Sympathectomy, by reducing cerebral spasm 
and improving collateral circulation, may help in 
selected cases of thrombosis. 

When hematoma occurs, a space-occupying lesion 
is produced, which is the indication for surgical in- 
Rs before the Middle East Neurosurgical Society, Beirut, Lebanon, 
tChief of Clinic, Neurosurgery Bloc, Clinic Saint Charles, Montpellier, 
France; and assistant to Professor Gras. 

§Foreign Assistant in Neurosurgery, Faculty of Medicine, Montpellier, 


France; and member of the surgical staff of Grandview Hospital, Day- 
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- France, between the years 1947 and 1959. 


tervention. The mortality of spontaneous intracere- 
bral hematoma with nonoperative treatment varies 
between 80 and 95 per cent in any large series. The 
rationale of surgical treatment for spontaneous intra- 
cerebral hematoma is based on removing a space- 
occupying lesion and reducing intracranial pressure 
on important cerebral structures. By lessening the 
size of the hematoma, which is a foreign body, the 
inflammatory response is also diminished. The hoped- 
for result is to spare the life of many patients who 
would die without surgical treatment and to lessen 
the neurologic deficit in those patients who might 
survive with nonoperative treatment. 

In this series of 80 cases, spontaneous intracere- 
bral hematoma was defined as “a pathologic cere- 
broyascular condition producing a syndrome of 
stroke in which the etiologic mechanisms for the 
hematoma were without obvious cause.” Many cases 
of intracerebral hemorrhage were reviewed in which 
at surgery a small aneurysm or angioma seemed to 
be the cause of hemorrhage. These cases were dis- 
carded, and only those cases which could truly be 
called spontaneous were included in the series. 
These patients were operated on at the Neurosurgi- 
cal Clinic of the Faculty of Medicine of Montpellier, 


Diagnosis 

The diagnosis of apoplexy can usually be made 
on the basis of the clinical picture alone. Most phy- 
sicians are very familiar with the picture of stroke. 
However, it is often difficult to determine whether 
the stroke is due to hematoma, thrombosis, or embo- 
lism. All may produce the same symptoms in many 
cases. Thrombosis and spontaneous intracerebral 
hematoma are common; embolism is rare. When the 
diagnosis is difficult one must resort to such comple- 
mentary procedures as. spinal tap, cerebral arteriog- 
raphy, pneumoencephalography, and_ electroen- 
cephalography.* 
It is important to differentiate between hematoma 
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and thrombosis or embolism because their treatment 
is so different. Cerebral thrombosis is a medical 
condition often treated with anticoagulant drugs. 
These could aggravate intracerebral bleeding if the 
stroke were due to hematoma, and could contribute 
to the death of the patient. Conversely, craniotomy 
would be of little value to the patient with cerebral 
softening due to thrombosis. To differentiate cere- 
bral thrombosis from spontaneous intracerebral 
hematoma the most direct approach is to visualize 
the diseased vessels by injecting a contrast medium 
and making a radiographic study of the cerebral 
arteries. However, the direct injection of contrast 
medium in a badly thrombosed artery may result in 
further trauma to an already compromised circula- 
tion and aggravate the patient’s condition. This com- 
plication may be avoided by cautious use of small 
doses of a contrast medium of lesser concentration. 

When arteriography is not feasible, pneumoen- 
cephalography may show the presence of a space- 
occupying lesion. This is performed by the frac- 
tional injection of air or oxygen into the ventricular 
system of the brain via the lumbar route. This too 
may present a hazard, for with increased intracranial 
pressure producing engagement of the hemispheres, 
temporal herniation may cause sudden death when 
the tamponade effect of the spinal fluid is dimin- 
ished by lumbar spinal puncture. The danger 
of pneumoencephalography can be reduced 
by using small doses of air (5 to 15 cc.) in- 
jected very slowly. When this is not wise one may 
study the ventricular system by injecting air via 
transcranial puncture of the ventricle (ventriculog- 
raphy). This lessens the possibility of supratentorial 
pressure creating dangerous herniation of brain 
tissue into the tentorial opening. 

Other means of differential diagnosis are spinal 
tap and electroencephalography. If one finds grossly 
bloody spinal fluid in the presence of the stroke syn- 
drome the patient probably has a spontaneous in- 
tracerebral hematoma. However, if a hematoma 
occurs and the hematoma cavity does not communi- 
cate with the cerebrospinal fluid system, the fluid 
may be normal. Electroencephalography is of value 
in localizing the area of lesion, but is seldom of great 
value in differentiating between hematoma and 
thrombosis. These procedures are relatively non- 
aggressive, however, and when their use can be 
helpful they can be easily and safely performed.® 
One must, however, observe the same precautions 
with spinal tap as with air encephalography. 

In general, arteriography contributes the most in- 
formation but is the most hazardous. In the presence 
of hematoma arteriography is not very dangerous, 
but cerebral thrombosis is often aggravated by in- 
jection of the contrast medium. In this series of 80 
cases, however, none of the 17 deaths recorded 
could be attributed to the diagnostic procedures 
used. 

Often the clinical history is so typical and neuro- 
logic signs and symptoms so classic that none of the 
complementary procedures are necessary for diag- 
nosis or localization. Such patients can be operated 
with burr hole exploration followed by trephine or 
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flap operation. The advantage of the direct surgical 
approach lies in sparing the patient aggressive diag- 
nostic procedures and in saving the time it takes to 
do them. This can be of great value in the critica] 
case. 


Operative technic 


Only two of the 80 cases were treated by cannula 
aspiration through a small opening. It was recog- 
nized early that the solid coagulum often found in 
intracerebral hemorrhage could not be aspirated 
even with a large cannula. The remaining 78 cases 
were operated using a large trephine (6 cm.) or flap 
operation to visualize a large area of cortex. These 
procedures were performed under local anesthesia, 
which occasionally had to be supplemented with in- 
travenous Pentothal sodium if the patient became 
agitated during operation. A large cranial opening 
provided a distinct advantage in better exposure 
and visualization of the hematoma cavity. The 
cranial opening was usually placed-over the Sylvian 
operculum, which permitted exploration in the tem- 
poral-occipital area where most hemorrhages occur 
and where they are most superficial. 

After opening the skull and dura mater the cortex 
was gently palpated for a clue as to the exact loca- 
tion of the hematoma. A cannula was then passed 
into the hematoma through a “silent” part of the 
cortex in either the frontal, temporal, or parietal 
area. Using the inserted cannula as a guide the 
cortex was gently divided with a Cushing retractor 
and the hematoma cavity exposed. Both solid and 
liquid elements were aspirated and any site of active 
bleeding cauterized or ligated with metal clips. When 
the cavity was clean and hemostasis secure, it was 
filled with normal saline and closed without drainage 
when possible. 

In 16 cases in this series secondary operation was 
necessary to relieve postsurgical hemorrhage. This 
emphasizes the need for careful hemostasis in the 
hematoma cavity and in the closure. 


Postoperative care 


After surgery the patients received intensive medi- 
cal care which included antibiotics, steroids, and 
supportive cardiac medication. Nearly all patients 
required at least one unit of blood which was ad- 
ministered during or immediately after surgery. Post- 
operative fluid requirements were met by adminis- 
tering between 1,500 and 3,000 cc. of fluid daily by 
oral and intravenous routes. 

Postsurgically, all patients were kept in a state of 
normothermia or slight hypothermia by use of ice 
bags, alcohol sponge baths, or hypothermia appara- 
tus. When patients showed evidence of inability 
to handle pharyngeal-tracheal secretions, trache- 
otomy was performed with frequent bronchial toilet. 

Circulatory stasis was combated by turning these 
patients frequently from side to side and encourag- 
ing active movement in bed. However, these pa- 
tients were seldom permitted to ambulate before 7 
to 10 days in order to discourage further intracranial 
bleeding. 


Patients were permitted and encouraged to per- 
form many duties for themselves as soon as their 
capacities would allow. Walking, dressing, and self- 
feeding were often accomplished before dismissal 
from the hospital. 


Observations and clinical findings 


The literature reports that the usual sex ratio in 
this condition is males to females 2:1. In this series 
the incidence was found to be 37 males to 43 fe- 
males, or a ratio of approximately 1:1. 

The patients ranged in age from 28 to 84 years. 
The greatest number of cases occurred in the age 
bracket 50 to 59 (35 cases, or 43 per cent) with the 
next largest group between the ages of 60 to 84 
(31 cases, or 38 per cent). There were 10 patients 
between the ages of 40 and 49, two between 30 and 
39, and two between 20 and 29. 

A systolic blood pressure greater than 150 mm. 
Hg was found in 64 patients (80 per cent). 

Persistent coma was observed in 21 patients (26 
per cent) and found to be a grave prognostic sign, for 
11 of these patients died, making a mortality rate 
of 52 per cent. 

Papilledema was a rare finding, present in 4 cases 
(5 per cent). 

Headache was recorded as a prodromal symptom 
in 50 cases (63 per cent). 

Bloody cerebrospinal fluid was noted in 34 cases 
(47 per cent). 

The over-all mortality of the 80 patients operated 
was 17 patients, or 21 per cent of the total number. 
These cases were divided into those considered to 
be acute, subacute, and chronic, as listed in Table 
I, and according to age, in Table II. 


TABLE I—MORTALITY BY SEVERITY OF CASES 


Severity No. cases Mortalities 
Acute 4l 13 (32.4%) 
Subacute 22 1 ( 4.5%) 
Chronic 17 3 (17.0%) 


TABLE II—MORTALITY BY AGE OF PATIENTS 


Age ; No. cases Mortalities 
20-49 4i 1 ( 7.0%) 
50-59 35 7 (22.0%) 
60-85 31 9 (29.0%) 


From these figures it may be seen that the greatest 
incidence of occurrence is between 50 and 59 years 
of age with less tendency to intracerebral hematoma 
above age 60. However, when hemorrhage does 
occur above age 60 mortality is greater. 

When reoperation was necessary in the postoper- 
ative period, either for recurrence of intracerebral 
hemorrhage or for extradural hematoma, an increase 
in mortality was noted. Of the 16 patients requiring 
secondary operations 4 deaths occurred, making a 
mortality rate of 25 per cent associated with reoper- 
ation. 
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When a lesion is obviously of small size 
and there is little evidence of 
increased intracranial pressure and 
complementary studies do not reveal any 
appreciable engagement of the hemispheres 
a conservative course is justified. 
However, it is our feeling that operation 


should be performed for all large hematomas 
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Fourteen of the patients who died had deep cap- 
sular lesions. The remaining 3 patients had lesions 
of the central oval, but had recurrence of hemor- 
rhage during the postoperative period leading to 
progressive deterioration and death. 


Conclusions 


From the experience gained in this series of cases 
it is possible to draw several conclusions. 

The over-all mortality in 80 cases of spontaneous 
intracerebral hemorrhage, varying in all degrees of 
severity, was 21 per cent. This was a considerable 
improvement over the nonoperative mortality rate 
of 80 to 95 per cent. Ninety-two per cent of deaths 
occurred in patients over 50 years of age. When the 
hematoma was deep in the brain, mortality was 
greater than when it occurred superficially. Per- 
sistent coma was a grave prognostic sign and had a 
mortality rate of 52 per cent. When the patient 
experienced complications necessitating reoperation, 
mortality increased, reoperations having a 25 per 
cent mortality rate. 

Hypertension was present in 80 per cent of cases. 
One must conclude that it plays an important part in 
the etiology of spontaneous intracerebral hemor- 
rhage. 

Very serious cases were considered as emergen- 
cies and were operated very early. Less severe cases 
were treated conservatively and operated when in a 
more stable state. As expected, mortality was higher 
in the more severe cases which were operated early. 
The acute cases were taken to surgery when symp- 
toms and signs suggested a high intracranial pressure 
with persistence of coma or a general deterioration of 
condition. Most subacute or chronic cases in this 
series were operated when the lesion was considered 
to be limited. The criteria for limitation was a return 
of consciousness accompanied by some improvement 
in general condition. Cases were operated from 1 to 
21 days after the stroke. It would seem that each 
case must be evaluated and operated when experi- 
ence and good judgment indicate. 

Arteriography is the most valuable complemen- 
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and is not without some hazard. However, by modi- 
fying the dosage and concentration of contrast 
media, most dangers can be minimized. When this 
procedure seems necessary to diagnose or localize a 
hematoma, the calculated risk seems justified in view 
of the high mortality associated with nonoperative 
treatment. Frequently complementary procedures 
are not necessary when a satisfactory diagnosis can 
be made on the basis of clinical history and neuro- 
logic evidence. Thus an experienced neurosurgeon 
can sometimes spare the patient time-consuming di- 
agnostic procedures which may be hazardous. 

In spite of the improved statistics presented com- 
paring surgical and nonsurgical treatment not every 
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Since the latter part of 1957, when the successful 
treatment of angina pectoris with iproniazid was re- 
ported by Ceserman,? great interest has been mani- 
fested in the group of drugs known as monamine 
oxidase inhibitors. This important discovery, sub- 
stantiated by other investigators,?*> has emphasized 
the need to reappraise the generally accepted etiol- 
ogy of angina pectoris. The simple concept of coro- 
nary artery spasm was a convenient hypothesis in 
the past; recent developments suggest that there are 
more profound underlying biochemical factors in- 
volved.® 

The most widely studied monamine oxidase in- 
hibitor, iproniazid, lost a great deal of its popularity 
because of numerous side reactions. Various ana- 
logues have been developed during the past 2 years 
with the hope that the clinical improvement reported 


*This study was supported in part by a special grant from the National 
Heart Institute, U. S. Public Health Service, Bethesda, Maryland. 
tDirector, Division of Cardiovascular Diseases, Kansas City College of 
Osteopathy and Surgery. 

tJunior student, Kansas City College of Osteopathy and Surgery. 
§Senior student, Kansas City College of Osteopathy and Surgery. 
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tary diagnostic procedure in spontaneous intracere- 
bral hemorrhage. It can be an aggressive procedure 


Serotonin metabolism and 


monamine oxidase inhibitors* 


spontaneous intracerebral hemorrhage should be op- 
erated. When a lesion is obviously of small size and 
there is little evidence of increased intracranial pres- 
sure and complementary studies do not reveal any 
appreciable engagement of the hemispheres a con- 
servative course is justified. However, it is our feel- 
ing that operation should be performed for all large 
hematomas. 
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with iproniazid could be duplicated without produc- 
ing the untoward side effects.*-* 

In 1958, Steinberg® reported on the results obtained 
in 32 cases treated with iproniazid in which 75 per 
cent had good response. No serious toxic effects were 
observed with this drug when a total daily dosage of 
150 mg. was utilized. Liver damage was not a com- 
plication in these cases even though several of the pa- 
tients were treated for as long as 7 months. To study 
the possible effects of the drug on the poorly under- 
stood physiologic amine serotonin,®*® 18 patients 
were given iproniazid and the daily output of 5-hy- 
droxyindoleacetic acid (5-HIAA) was studied. This 
latter substance is the urinary end product of sero- 
tonin metabolism and affords an indirect means of 
determining the blood levels of serotonin. In this 
initial series of cases, the patients were studied for 
short periods and no clear-cut pattern of statistical 
value was observed. 

The study conducted in our laboratory and report- 
ed here has a twofold purpose. The first is to de- 
scribe a simple, modified quantitative test for meas- 
uring concentrations of 5-HIAA in the urine. As a 
preliminary step to a study of the effects of MOA 
inhibitors, it was necessary that two or more standard 
tests for 5-hydroxyindoles be set up, utilizing the 
materials and equipment available in our laboratory. 


The method of determining 5-hydroxyindoles utilizes 
|-nitroso-2-naphthol and nitrous acid as reagent re- 
actants. 

The second part of this paper concerns a study of 
three patients treated for extended periods with the 
analogue 1-benzyl-2-(5-methyl-3-isoxazolyl-carbon- 
yl) hydrazine (Marplan) and our observation on the 
output of 5-HIAA. Our purpose was to determine 
what effects MOA inhibitors have on serotonin me- 
tabolism. In this manner, perhaps a better under- 
standing can be obtained concerning the etiology of 
angina pectoris and the mechanism of action of these 
drugs in providing clinical improvement. 

Serotonin (5-hydroxytryptamine), norepineph- 
erine and other physiologic amines have potent 
vasomotor and psychomotor effects. The tissues can 
store the amines in an inactive form, after synthesis, 
to be released at a later time. They also undergo a 
series of oxidative changes to an inactive form which 
is excreted from the body. In the case of serotonin, 
it has been found that oxidative degradation to 5- 
hydroxyindoleacetic acid (5-HIAA), and its subse- 
quent excretion in the urine, account for the removal 
of 80 to 100 per cent of the exogenous serotonin in- 
troduced into the human organism." The urinary 


excretion of 5-HIAA therefore represents an indirect - 


means of estimating the rate of serotonin metabolism 
or at least its catabolism. 

Several methods for the assay of urinary 5-HIAA 
have been utilized.1?* These methods are specific 
for the 5-hydroxyindoles of which 5-HIAA constitutes 
the major fraction in human urine. 

Tests to determine blood serotonin levels are avail- 
able and it might seem that this approach to a study 
of serotonin metabolism would be more direct and 
informative. However, active serotonin in excess of 
physiologic levels is quickly removed from the plas- 
ma and unless large excesses of the amine are pres- 
ent, the rise in blood serotonin is of small magnitude. 
In cases of carcinoid, for example, the blood level 
of serotonin may show a thirtyfold increase." 


Methods and materials 


The material 5-hydroxyindoleacetic acid was dilut- 
ed with distilled water to a concentration of 100 mg. 
per 100 cc. The solution was distributed into vials 
containing 5.0 ml. each. The vials were stored at 
temperatures below freezing and were removed as 
required to make dilutions for testing. A Coleman Jr. 
Spectrophotometer was utilized for the colormetric 
determinations. 

The method represents our simplified modification 
of the quantitative assay for 5-HIAA, utilizing the 
development of a purple color specific for the 5- 
hydroxyindoles on the addition of 1-nitroso-2-naph- 
thol and nitrous acid.” 


Reagents 

1-nitroso-2-naphthol (0.1 per cent in 95 per cent 
ethanol ) 

Nitrous acid (prepared fresh by adding 0.2 ml. of 
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2.5 per cent sodium nitrite to 5.0 ml. of 2N sulfuric 
acid ) 
Ethylene dichloride. 


Procedure 

1. Pipette into a test tube 2.0 ml. of the solution to 
be tested. 

2. Add 1.0 ml. of 1-nitroso-2-naphthol reagent and 
mix. 

3. Add 1.0 ml. of nitrous acid and mix. 

4, Let stand at room temperature for 10 minutes. 

5. Add 10.0 ml. of ethylene dichloride and shake 
vigorously. 

6. Centrifuge at 3,000 r.p.m. for 3 minutes. 

7. Remove top aqueous layer and transfer to suit- 
able cuvettes. 

8. Read in spectrophotometer at 490 millimicron 
wavelength. 


Reproducability of test results * At approximately 
2-week intervals a vial of 5-HIAA was removed from 
the freezer and dilutions made in distilled water to 
contain 4.0, 2.0, 1.0, and 0.5 mg. per 100 cc. of 5- 
HIAA respectively. Each dilution was subjected to 
the test procedure as stated. After seven such de- 
terminations covering a period of approximately 3 
months, the variation in per cent transmission read- 
ing for each concentration was not found to be ex- 
cessive (Fig. 1). The standard deviation of per cent 
transmission readings for the 4.0, 2.0, 1.0, and 0.5 
mg. per 100 cc. solutions were found to be +2.45, 
+2.23, +1.95, and +2.08 respectively. 

Using the average per cent transmission values for 
each concentration from this series of seven determi- 
nations, a calibration curve was constructed as a 
standard of comparison for future determinations. 
Frequent checking of standard solutions against this 
curve in the course of this study has shown that only 
rarely does the reading deviate from the average 
value by a figure exceeding the standard deviation. 
When significant deviation has occurred, it has re- 
sulted from the use of other than fresh reagents. 


Effect of urinary constituents on the test results ¢ 
Two sets of dilutions were made to contain 4.0, 2.0, 
1.0, and 0.5 mg. per 100 cc. of 5-HIAA. Distilled wa- 
ter was used as the diluting medium on one set. 
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Urine dilution with ether extraction 
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Deviation of test results from actual values 


2 4 
Mg. per 100 cc. 5-HIAA 
Fig. 2 


Pooled human urine was used to dilute the second set. 
Each set was assayed for 5-HIAA using the proce- 
dure outlined in this paper. It was found that there 
are substances in urine which materially interfere 
with the color production. By extracting the urine- 
diluted specimens with diethyl ether, it was found 
that the 5-HIAA could be separated from the inter- 
fering chromogens (Fig. 2). The results obtained 
from the extracted material were found to approxi- 
mate closely the values obtained when water was 
used to make the dilutions. 

The test described offers a rapid and reasonably 
accurate method, for clinical purposes, for the assay 
of urinary 5-hydroxyindoles. A portion of the speci- 
men to be assayed must first be extracted with ether 
in order to remove interfering chromogens that may 
be present in the urine. 

The reproducability of the test results is such that 
significant changes in the urinary excretion of 5- 
HIAA may be detected and measured. The relative 
instability of the reagents makes their freshness im- 
perative. 


5-HIAA levels following Marplan therapy * Three 
patients were placed on 30 mg. of Marplan daily for 
extended periods. During the first 2 weeks, the 
urinary levels of 5-HIAA were variable. This corre- 
sponds to the clinical observations that a “cumula- 
tive” period precedes the onset of pain relief. In 
various clinical reports, it has been noted that sub- 
jective improvement does not occur until at least 4 
days after the onset of treatment, and it may be as 
long as 2 weeks. In this study, it was noted that after 
an initial “lag period” there was a threefold increase 
in urinary 5-HIAA after 49, 78, and 89 days respec- 
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Weeks of ‘therapy with Marplan 


tively (Fig. 3). In the report of Steinberg,® one case 
is described where the patient received 150 mg, of 
iproniazid for 3 months. He was readmitted to the 
hospital in a state of delirium and agitation and the 
urinary level 5-HIAA was increased several times 
from the pretreatment level. The symptoms disap- 
peared when the drug was discontinued and the 
level of 5-HIAA returned to the previous normal 
level. In the case described, the concentration of 
5-HIAA was expressed in milligrams of 5-HIAA per 
100 ml. of urine. In the present study, the urinary 
5-HIAA is expressed as the total 24-hour output in 
milligrams. There is a-close correlation between 
values in milligrams per 100 cc. and total output, as 
indicated in Figure 4. 
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Weeks of therapy 
Fig. 4 
Discussion 


This study gives no indication as to the mechanism 
of the delayed increase in serotonin metabolism. 
There are several possible explanations which must 
be considered, however: 

1. There may be an alternate pathway for serotonin 
metabolism which is independent of MAO activity. 

2. MAO inhibition may result in ultimately in- 
creased synthesis so that eventually the quantitative 
increase at the cellular level neutralizes the effect of 
drug-induced MAO inhibition. 

3. Selective action of MAO inhibitors may occur 
locally until saturation of specific tissues is effected. 
The elevated serotonin may then be carried to sites 
containing MAO which is unaffected by the level of 
MAO inhibitor. 

This last possibility is in accord with certain clini- 
cal observations as well as certain laboratory data. 
It has been shown that the brain tissue has high 
levels of serotonin and MAO.’ Investigations have 
shown that brain MAO is more sensitive to certain 
MAO inhibitors than is liver MAO.’ The sensitivity 
of brain MAO would allow the local accumulation of 
serotonin (observed therapeutic effect ). With further 
increases in the brain, this amine may then be carried 
to other tissues which are more resistant to the MAO 
inhibitor being used. These secondary sites could 
then oxidize the serotonin to 5-HIAA with a resultant 
increase in urinary excretion of this end product. 
Levels of MAO inhibitors sufficient to affect MAO 
of liver and other detoxifying tissues may prove to 
be the basis of the more severe toxic manifestations 
occasionally seen with the use of these drugs. 
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Summary and conclusions 


A brief discussion has been presented relative to 
the recent discovery that monamine oxidase inhibitors 
have been shown to clinically improve patients with 
angina pectoris. The results of a study with a specific 
MAO inhibitor on serotonin metabolism have been 
presented. A simple, modified test to quantitatively 
determine the urinary levels of 5-HIAA as an indi- 
rect means of obtaining the blood levels of serotonin 
has been described. Three cases receiving long-term 
treatment with Marplan have been presented with 
the results noted on the urinary output of 5-hydroxy- 
indoleacetic acid. 

Laboratory studies with the urinary excretion of 
5-HIAA indicate an initial depression of serotonin 
metabolism occurring 1 to 2 weeks after therapy was 
begun. Urinary levels of 5-HIAA at 7 to 12 weeks 
following therapy indicate a threefold increase in 
urinary 5-HIAA above normal pretreatment levels. 
The possibility of a breakdown of the MAO inhibi- 
tory effect after prolonged therapy has been men- 
tioned. The relation of this breakdown to increased 
serotonin metabolism and delayed side effects, which 
are occasionally observed, deserve consideration and 
more extensive investigation. 
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Roentgenographic changes seen 


in. sickle-cell anemia* 


RAYMOND N. DOTT, D.O., Dallas, Texas 


The purpose of this article is to review the current 
literature pertaining to roentgenographic findings in 
sickle-cell anemia, to describe our experience with 
the condition at Chicago Osteopathic Hospital and 
Clinics, and to present two case reports. 

Sickle-cell anemia is seen predominantly in Ne- 
groes; however, cases have been reported in white 


‘individuals, apparently persons having a Mediter- 


ranean origin. It is difficult to rule in or out the pos- 
sibility of Negro blood in the white patients’ ancestry. 


°This paper, submitted in partial fulfillment of the requirements for cer- 

tification by the American Osteopathic Board of Radiology, 1959, was 

prepared during a residency in the Department of Radiology of the 

page Osteopathic Hospital, Chicago, of which Ray E. Bishop, D.O., 
chairman, 
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The sickling trait has been observed in about 7 per 
cent of Negroes, with sickle-cell anemia representing 
about 0.2 per cent, or a ratio of 40 to 1 sickling trait 
to sickle-cell anemia. Sickle-cell anemia is found 
predominantly in young Negroes and is rarely seen 
after age 20. The cause can vary from individual to 
individual, with the earlier the onset, the less favor- 
able the prognosis.’ 


Laboratory and clinical diagnosis 


Pathologic findings * The diagnosis is primarily 
established by visualizing the sickling of the erythro- 
cytes. This may be visualized on an ordinary smear 
seen under the microscope, or perhaps by special 
studies such as incubation at 37 C for a given period. 
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Erythrocyte counts tend to be about 2,000,000 per 
cu. mm. It has been shown that variations in erythro- 
cyte size are due to oxygen saturation producing an 
elongation of the cell. Exposure of the erythrocytes 
to air is one method of further examining the blood 
for a sickling configuration. 

There is frequently a leukocytosis ranging from 
10,000 to 30,000 leukocytes per cu. mm. There may 
be hyperbilirubinemia, and urobilin excretions may 
be markedly increased in the urine and stools. The 
icterus index may be elevated from 15 to 25 units. 
Bone marrow studies may show an increase in nu- 
cleated erythrocytes with as many as 50 to 75 per 
cent of these nucleated cells being normoblasts. This 
finding is little different from that seen in other 
hemolytic diseases except in the appearance of the 
nonnucleated erythrocytes. 

The basic pathologic mechanism is that of conges- 
tion, thrombosis, necrosis, and fibrosis. The conges- 
tion is apparently due to the abnormal configuration 
of the erythrocytes which causes a slowing of blood 
flow and consequent stagnation. Once there is stag- 
nation, thrombosis ensues; with a lack of oxygen, 
necrosis follows; finally there is a healing process, 
fibrosis. If this basic pathologic process is kept in 
mind the evaluation of the clinical and roentgen find- 
ings can be clearly understood. 


Signs and symptoms * The clinical picture that 
sickle-cell anemia most frequently simulates is that 
of rheumatic fever. Frequent findings are fever, leu- 
kocytosis, precordial pain, bone and joint pains, and 
abdominal cramping. There is frequently cardiac 
enlargement and murmurs. There may be tachy- 
cardia with sinus arrhythmias and possibly a systolic 
thrill over the precordium. There may be a sudden 
increase in weakness and fatigability. 

The patient with sickle-cell anemia tends to have 
a linear habitus with long legs and a short trunk. In- 
volvement of the spine may produce a kyphosis. One 
patient seen at this hospital who had frequent exacer- 
bations also suffered considerable abdominal and 
back pain. 

If the diagnosis had not been known, other possi- 
bilities would have had to be considered, such as 
appendicitis, intestinal obstruction, urinary calculi, 
or even cholelithiasis. The pain was usually quite 
severe and generalized. If joint pain is severe, a con- 
fusing picture roentgenographically and clinically 
may be seen, suggesting osteomyelitis or other in- 
fectious processes within the joints. Chronic leg 
ulcerations have been noted in the older age group. 

It should be noted, however, that symptoms may be 
few and slight and the possibility of sickle-cell ane- 
mia may first be suspected on roentgen examination. 
It has been said that to suspect sickle-cell anemia is 
to diagnose the disease. Here the radiologist can 
help the clinician. Neurologic findings such as as- 
phasia, headaches, drowsiness, convulsions, stiff neck, 
and paresthesia of the extremities may suggest polio- 
myelitis; however, a routine chest examination may 
show a coarse trabecular pattern in the ribs and 
acromion process and may lead to the detection of 
sickle-cel] anemia. 
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Roentgenographic findings 


Chest and abdomen « The films most commonly 
taken of these patients are of the chest and abdomen, 
The radiologist must be alert for early diagnosis of 
the disorder. The chest roentgenogram may show a 
cardiac enlargement which should encourage a close 
look at the bony structures on the film. The shoulder 
girdle should be studied for a coarse trabecular pat- 
tern of the lateral aspect of the clavicle, the acromion 
process, and the portion of the humerus.- 

Pulmonary infarcts may be present; however, this 
finding is somewhat rare. It has frequently been seen 
that pneumonia may stimulate a sickle-cell anemia 
exacerbation. There may be cardiac enlargement 
with a mitral configuration or enlarged pulmonary 
conus. 

The abdomen will usually give the most diagnostic 
signs; a single film may lead to a series of roentgeno- 
grams and the final diagnosis of a hidden anemia. 
Hepatomegalia and splenomegalia are frequently 
seen, especially in the young individual. Colon 
studies may tend to substantiate splenomegalia by 
showing compression or distortion of the splenic 
flexure. Osseous structures seen on the survey film 
of the abdomen may demonstrate coarse trabecula- 
tion, particularly the vertebral bodies and upper ends 
of the femur. Calcifications have been visualized 
within the spleen, and occasionally there is evidence 
of cholelithiasis. These are usually small concretions 
but may at times be associated with large gallstones; 
these are seen most frequently in the older age 
group. 


Dorsal lumbar spine and pelvis * Generalized os- 
teoporosis may be noted throughout all osseous 
structures. The coarse trabecular pattern seen in the 
survey film of the abdomen may be further investi- 
gated, and then biconcavity of the vertebral bodies 
with a seeming enlargement of the intervertebral disk 
spaces may be seen. This compression of the verte- 
bral bodies is apparently due to a weakening of the 
osseous structures as the body attempts to produce 
more erythrocytes. As a result there is hyperplasia of 
the bone marrow and a decrease in calcium and nor- 
mal osseous tissue. 

Thrombosis has not been visualized in the verte- 
bral bodies in our hospital. However, one finding 
lightly stressed in most reports and seen rather often 
in this hospital was unilateral or bilateral aseptic 
necrosis of the femoral heads. One patient with de- 
formed vertebral bodies had evidence of severe back 
and hip pain from the necrotic epiphysis. The 
changes seen on the femoral heads can again be ex- 
plained on the basis of congestion, thrombosis, ne- 
crosis, and fibrosis. 


Long bones and hands ¢ Examination of the long 
bones and hands should follow. Again there is the 
possibility of seeing an increased trabecular pattern, 
osteoporosis, widening of the medullary cavity, and 
some early thinning of the cortex with perhaps late 
evidence of sclerosis and periosteal reactions. These 
signs are a result of hyperplasia of the bone marrow. 


The roentgen findings are particularly pronounced in 
the hands following an acute exacerbation; when 
roentgenograms are taken at a later date these 
changes may have completely disappeared. Roentgen 
examination done at about 2 weeks after an acute 
phase is most likely to pick up changes that will not 
be seen at the time of another exacerbation or 1 to 2 
months later. It is thought now that roentgen find- 
ings within the hands and skull are not seen as fre- 
quently as was previously suspected; this has been 
in line with our experience. It may be partially ex- 
plained by bony changes not being of a permanent 
nature. 


Skull * The most frequent roentgen finding is 
widening of the diploic spaces with thinning of the 
tables of the skull. There occasionally may be thick- 
ening of the calvarium with evidence of radial stria- 
tions extending from the inner table, giving a diffuse 
appearance to the outer table. These radial striations 
are apparently caused also by an increase in bone 
marrow in an effort to increase the production of 


erythrocytes. 


Differential considerations * Of course, the diag- 


nosis of this condition ultimately lies with the pathol-. 


ogist’s identification of the sickled erythrocytes. Most 
of the roentgen findings seen in sickle-cell anemia 
can be demonstrated in other blood dyscrasias, such 
as Cooley’s anemia or the leukemias. These again 
would be differentiated by their particular blood pic- 
tures. 

Apparently less than half of anemia patients have 
actual bone changes, and in only a few of these is 
there striking evidence as is demonstrated in this 


Fig. |. Faintly visualized biconcavity of the vertebral bodies, with 
preservation of intervertebral disk spaces, seen in Case I, 
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Fig. 2. Biconcavity of the vertebral bodies, increased trabecula- 
tion, areas of body infarction, and bilateral aseptic necrosis of the 
femoral heads, seen in Case |. 


condition. If isolated areas show roentgen findings 
there may be confusion with caisson disease which 
would produce multiple bone infarcts, although here 
one should be able to differentiate by an adequate 
history. Hemangiomas of the vertebral body may 
simulate the coarse trabecular patterns seen in the 
anemias; however, hemangiomas are usually singular 
and involve just one vertebral body. The flattening 
of the femoral heads with the aseptic necrosis seen 
in sickle-cell anemia could possibly be confused with 
tuberculosis or osteomyelitis; however, there should 
be involvement of the interarticular spaces and ace- 
tabulum in these diseases. There should be preserva- 
tion of the interarticular space in aseptic necrosis, at 
least early. 

The dactylitis produced by syphilis could cause a 
confusing picture; however, this is usually limited to 
one or two segments, whereas the anemias cause a 
more generalized involvement. 

The roentgen findings in sickle-cell anemia are 
most valuable in causing a suspicion of this blood 
dyscrasia rather than an actual diagnosis. Hemato- 
logic studies certainly must be carried out. 


Illustrative cases 


Case 1 ¢ A 12-year-old Negro boy first came to this 
clinic on January 15, 1956, with a chief complaint of 
a generalized muscle and joint pain. He was hos- 
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pitalized and a diagnostic work-up was completed. 
It was felt that there was a possibility of rheumatic 
fever and/or meningitis, but laboratory tests failed 
to show this. He was discharged from the hospital 
with a final diagnosis of viral pneumonia with the 
possibility of rheumatic fever. The patient returned 
to the clinic on June 19, 1956, with an acute exacer- 
bation of the original complaint, and was again hos- 
pitalized. At this time there was considerable low- 
back pain, and roentgenograms of the lumbar spine 
and pelvis were ordered. They showed severe bicon- 
cavity of the lumbar vertebral bodies and a coarse 
trabecular pattern throughout most of these osseous 
structures (Figs. 1 and 2). There was also a bilateral 
aseptic avascular necrosis of the femoral heads. 
Sickle-cell anemia studies had previously been done 
and showed a definite sickle-cell trait. The erythro- 
cyte count remained low, at 3,300,000 per cu. mm. 
Some other important laboratory findings were not- 
ed, such as an increase in leukocytes to 15,200 per 
cu. mm. Hemoglobin was 9 grams. Sickle-cell studies 
were repeated and again were positive. Bone mar- 
row studies were inconclusive. An electrocardiogram 
showed evidence of a first degree A-V block. 

In this case typical roentgen findings stimulated 
repeated tests for sickling of the erythrocytes, which 
was finally demonstrated by laboratory procedures. 


Case 2 * A 9-year-old Negro boy had had a painful 
hip for several weeks; apparently the pain was lo- 
cated in the region of the inguinal ligament halfway 
betwen the pubes and the anterior-superior spine. 
The pain was sharp and occurred suddenly. The on- 
set was late afternoon and evening, after activity, and 
was relieved by lying supine. Physical examination 
showed a hypersthenic child with evidence of a plus 
1 icterus of the sclera and evidence of grade 2 systolic 
murmur. There was a slight fever; leukocyte count 
was elevated to 12,900 per cu. mm. There were 
2,510,000 erythrocytes per cu. mm. Roentgenograms 
showed a bilateral aseptic necrosis of the femoral 
heads with sclerotic areas along the shaft of the 
femur. Chest x-rays showed evidence of cardiac en- 
largement with some prominence of pulmonary 
conus (Fig. 3). Films of the skull showed thinning 
of the tables with some increased prominence of the 
diploé. Sickle-cell studies were positive. 


Summary 


Sickle-cell anemia is a familial disease seen pri- 
marily in Negroes. The basic pathologic physiology 
is that of congestion, thrombosis, necrosis, and fi- 
brosis, with an attempt of the body to produce more 
erythrocytes. The sclerotic changes seen in bone are 
primarily due to thrombosis or infarcts with sclerosis. 
The remaining roentgen findings are accounted for 
by an attempt of the bone marrow to increase its 
production by hyperplasia, causing a coarse trabecu- 
lar pattern, osteoporosis, thinning of the cortex, and 


Fig. 3. Cardiac enlargement with some prominence of the pulmo- 
nary conus, seen in Case 2. 


radial striations. The symptoms are similar to those 
for rheumatic fever, with multiple joint pains and 
occasionally severe abdominal and back pains. 
Roentgen findings are frequently suggestive but rare- 
ly diagnostic of sickle-cell anemia. I feel that in 
these cases the radiologist can be most helpful by 
thoroughly evaluating the survey films of the chest 
and abdomen. These are the most frequent examina- 
tions carried out on these patients, and careful study 
of the osseous structures on these films can lead to a 
diagnosis of the underlying blood dyscrasia. 

Dallas Osteopathic Hospital, 5003 Ross Ave. 
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Medical writing and editing 


Rudolf Virchow is reported to have said of his 
famed Archiv, “In my journal, anyone can make a 
fool of himself.” However, it is safe to assume that 
he was referring to unconventional scientific view- 
points, not faulty writing. Most modern journal edi- 
tors labor long and hard to groom their publications 
so that their authors do not unwittingly make fools 
of themselves. They insist on proper scientific back- 
ing for untried therapeutic methods, an acceptable 
scholarly writing style, and evidence that the author 
is familiar with current writings on his subject but 
has not leaned upon them too heavily. The total de- 
sirable effect is a publication which will serve as a 
trustworthy occasional mentor. 

Much is said about the poor quality of medical 
writing these days, and blame is thrown on almost 
everything: the doctor’s home, grammar school, high 
school, college, and medical school. Many articles 
say that it would be nice if he were a better writer, 
and that perhaps he should bend some effort toward 
gaining the skills he somehow missed. No one says 
exactly how this can be accomplished, partly because 
there is no exact formula. Most books on medical 
writing are actually style manuals designed to con- 
vey a preference on certain matters of usage rather 
than to give basic help to the doctor who finds the 
whole field distressingly alien. A new book, The 


JOURNAL A.O.A., VOL. 59, JULY 1960 


. needs to be guided quickly to matters of interest. 


Preparation of Medical Literature, by Louise Mont- 
gomery Cross, offers real assistance. It was reviewed 
in the June JouRNAL, page 867. If the doctor knows 
a subject from a predicate and a reasonable amount 
about dangling modifiers, and feels that he has some- 
thing to say to his colleagues, he will find in this new 
book considerable guidance for getting his articles 
into print. 

The review makes brief mention of the emotion- 
charged atmosphere which often exists between au- 
thor and editor, and some development of that theme 
is in order here. 

Why do editors edit as they do? 

The most obvious answer to this question is “style,” 
In order to maintain consistency throughout a jour- 
nal, the editor makes minor changes in all papers so 
that spelling, use of numbers, and punctuation are 
uniform. Writers for THE JouRNAL may have noticed 
these changes, some of which are arbitrarily chosen 
from a wide field of divergent (all equally correct) 
usages: Compound words are set solid, except when 
there is a double letter at the normal break (e.g., 
postoperative, but post-traumatic; intrathoracic, but 
intra-abdominal). The use of numbers depends on 
the noun modified rather than on the number's oc- 
currence in the cardinal scale (e.g., 3 years, but 
three patients). Series are broken by commas in the 
older, classic style because of the lessened possibility 
for misinterpretation of important scientific facts. 
Certain words are spelled in a particular way: “tech- 
nic” instead of “technique” is one example. These 
changes rarely cause difficulty, but the author should 
know that they are a matter of consistent style and 
not merely the editor’s personal preference. 

Another thing the editor does is to add subheads 
and sideheads. This is partly for the sake of appear- 
ance, but more as a service to the busy reader who 


Ideally, these subheads and sideheads should repre- 
sent an outline of the paper; in fact, the author can 
test the organization of his paper by attempting to 
apply his own subheads. It is actually much better 
procedure for him to start with the subheads and 
sideheads (outline) and fill in the copy according to 
well-thought-through classifications. 

There is occasion for misunderstanding in this 
general area. It sometimes happens that a paper 
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contains material that is important for publication, 
but is in one of various states of disorganization. 
Because the editor realizes that the reader will never 
take the trouble to “wade through” the ambiguities 
and repetitions to find the real point, he takes 
scissors and glue and does what the author should 
have done in the first place: collecting like with like, 
formulating a logical arrangement, and sometimes 
rewriting transitional sentences to give the whole 
better cohesion. The “patchwork quilt” result is cer- 
tainly less than ideal; the author could do far better 
by taking down his research notes and doing all but 
the final writing on cards, which can be easily shuf- 
fled and rearranged as the paper develops. 

Another kind of rewriting concerns papers orig- 
inally prepared for reading before society meetings. 
The informal style which “speaks well” is obviously 
not suitable for the more formal style of a journal. 
Often it is necessary to delete long introductory re- 
marks that, in the original reading, served well to 
capture the attention of the audience and set a 
mood. These prefatory remarks frequently include 
personal references and anecdotes which have only 
oblique bearing on the subject at hand. In general, 
these papers also must be “boiled down’; it is a good 
principle of teaching to repeat important points for 
emphasis, but in the written form this becomes 
merely repetitiousness. Some authors find it con- 
venient to prepare a paper in a formal manner 
and then speak extemporaneously from it, submitting 
the formal draft for publication; others prepare two 
scripts, one formal and the other informal for reading 
at the meeting. In a few instances, the editor will 
take the two scripts and form one paper for publi- 
cation. 

All this may imply that the medical editor works 
to produce dull factual prose, from which any trace 
of the author's individuality is completely erased. 
Indeed, this does happen to some degree when an 
overzealous editor attacks a paper with a bias in 
favor of a particular stereotype. However, this is not 
good editing. On the other side of the coin, good 
writing should convey the author's personality in a 
learned and subtle enough manner that the point he 
is making will not be obscured by the cleverness—or 
even the brilliance—of his manner of dissertation. 
Discipline enters the field as much in resisting the 
temptation to overwrite as to underwrite. Samuel 
Johnson quoted a college tutor as saying to a pupil, 
“Read over your composition, and wherever you 
meet with a passage which you think is particularly 
fine, strike it out.”2, And we would add, “Or at least 
make your judgment in the cold light of a different 
day.” 

Other suggestions could be made in greater detail, 
but because of space limitations they will simply be 
mentioned here. The style of references is standard- 
ized in THe JourNAL, as in other publications; any 
author can ascertain the form from a reference list 
in a previously published article. The reference ma- 
terial should always be accurate and complete. It is 
not considered ethical for unread references to be 
included as background for a particular paper; at the 
other extreme, it is certainly not ethical for the ref- 
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erences to form the sole basis for the paper. Two 
parts of Hewitt’s' decalogue for the medical ex- 
positor give good advice: 


Thou shalt not fail to place within quotation marks the 
words of another, nor shalt thou fail to verify the accuracy of 
thy quotations. 

Thou shalt not consider that to alter the words of another 
frees thee from the obligation to credit that other with an 
idea that thou has borrowed from him. 


Finally, there is the matter of correcting specious 
thinking, especially as it relates to research results, 
Poorly controlled studies, errors in arithmetic, igno- 
rance of statistical methods, incomplete descriptions, 
and biased reporting are unfortunate marks of too 
many less skilled writers. These things often make 
the difference between routine editing, extensive re- 
vision, or even rejection.*® 

Some trenchant remarks by the late Alan Gregg* 
give caustic encouragement to the beginning medical 
writer: 


Don’t make the neurotic assumption that since you can’t 
write easily and well, other people must just have a knack. 
Nor divorce Sweat to marry Envy. Professional writers find 
writing hard too, but they have no airy excuses such as “After 
all I’m not a writer—I’m a research man.” I would suppose 
the erasers of their pencils nearly always wear out long be- 
fore the leads. Indeed, most success in writing a clear, truth- 
ful, and concise account of anything depends more on your 
ability to rewrite, condense, and tenaciously edit your own 
stuff—from the first through the fourth draft—than on what 
appears in the first writing. A first draft that takes an hour 
to write may well take 4 to 12 hours of revision—preferably 
at well-spaced intervals. 


1. Gilder, S. S. B.: Writing for medical press. Nova Scotia M. Bull. 
35:151, 1956. 

2. Boswell’s Life of Dr. Johnson, vol. 1: Cited by Bartlett, J.: Fa- 
miliar quotations. Ed. 11. Garden City Publishing Co., New York, 1944. 

3. Hewitt, R. M.: Physician-writer’s book: tricks of the trade of 
medical writing. W. B. Saunders Co., Philadelphia, 1957, p. 315. 

4. Editorial: Selection of manuscripts for publication. J. Am. Osteop. 
A. 57:276-277, Dec. 1957. 


5. Jordan, E. P., and Shepard, W. C.: Rx for medical writing. W. 
B. Saunders Co., Philadelphia, 1952. 
6. Gregg, A.: Brevity. Am. J. Psychiat. 109:936-937, June 1953. 


Cumulative Index and 
Union List 


A practical and long-needed aid to osteopathic 
scholarship is just off the press. This new publica- 
tion includes a Cumulative Index of the first fifty- 
five volumes of THE JouRNAL, and a Union List of 
osteopathic books contained in the A.O.A. and 
osteopathic college libraries. 

The new volume will be of inestimable value to 
students, historians, and research workers. The 
Index covers original articles, editorials, and organ- 
izational information published in THE JouRNAL 
from September 1901 through August 1955. The 
Union List is a compilation of titles and authors 
of osteopathic library books concerned with oste- 
opathy and books written by members of the osteo- 
pathic profession. 

Publication of the Index and Union List repre- 
sents co-operative effort. The project was sponsored 
by the A.O.A. Committee on Clinical Study, was 


fnanced by the A.O.A. and the Foundation for 
Research of the New York Academy of Osteopathy, 
and was produced by the A.O.A, Editorial Depart- 
ment. According to Committee plan, supplements 
will be published at 5-year intervals. 

There is no question of the importance of this 
project. It will prove a boon in that it provides a 
key to the body of osteopathic writings. The Com- 
mittee on Clinical Study is to be congratulated upon 
the completion of the first step in a monumental 
task. 


A positive approach 


The U. S. Public Health Service in this year’s report 
stresses a shift in its focus of attention which comes 
home to every osteopathic physician. It is a real 
homecoming, because the basic idea has lived in os- 
teopathic medicine ever since Dr. Still established 
the foundations. 

P.H.S. emphasizes heavily that its work more and 
more is being directed towards the interpretation of 


health in positive terms. It cites the World Health ~ 


organization definition: 

“Health is a state of complete physical, mental and 
social well-being and not merely the absence of dis- 
ease or infirmity.” 

In the past P.H.S. has aimed at the alleviation of 
the major diseases, reducing the burden of pathologic 
scourges which recorded such staggering statistics 
when a year was totalled. Disease is still very much 
in P.H.S. planning, but now the implicit suggestion 


> Sm: The article by Hershman and Matthews, 
“Idiopathic Thrombocytopenic Purpura in Pregnan- 
cy,” published in the December 1959 issue of THE 
JourNAL, contained too many erroneous statements 
to pass without corrective comment. 

To begin with, the introductory statement indi- 
cates splenomegaly to be usually present in idiopath- 
ic thrombocytopenic purpura. This is not consistent 
with the experience of most hematologists. Wintrobe* 
reports the spleen to be palpable in approximately 
one-fifth of cases. Monto, Rebuck, and Brush? re- 
ported palpable enlargement of the spleen to be 
virtually always absent. 

The statement that bone marrow is either “de- 
pressed or more often is found to be normal” is also 
erroneous. My experience is consistent with that gen- 
erally described in the listed articles.’-? I have often 
demonstrated atypical megakaryocytes as well as in- 
creased numbers of megakaryocytes. Varying degrees 
of granulocytic or erythroid hyperplasia are also 
demonstrated, depending upon the severity of the 
initial bleeding circumstance. 

The reference to coagulation studies is also in er- 
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to all individuals and organizations concerned with 
health care is to become an army campaigning on the 
offensive, not merely erecting Maginot Lines and 
digging trenches. 

Environmental sanitation, hospital construction, 
laboratory research, and the facilitation and encour- 
agement of medical education have always been in 
the P.H.S. picture. Now they are moving to the fore- 
ground. Most dramatic, perhaps because it expresses 
itself in dollars, is the shift revealed by the budget 
for the National Institute of Neurological Diseases 
and Blindness. In 1954 it was $4% million, in 1959 
$29 million, and in 1960 $41 million. 

The P.H.S. shift of approach has not been an arbi- 
trary decision resolved by a board or committee. It 
has evolved from the necessities of the changing 
times. Over the past few decades public health pro- 
grams have been responsible for a substantial saving 
of life, particularly younger life, and, inevitably, an 
older population having more chronic diseases of all 
types. 

A rapidly growing population, growing not only 
by the survival process of both old and young, but 
also because of a continued high birth rate, has 
brought with it crowding and its attendant problems. 
So P.H.S. urges thinking in terms of well-being as 
well as in terms of morbidity, and the establishment 
of community services that will preserve the whole- 
some family living in time of stress. 

This accords with osteopathic philosophy as it has 
moved along with the years since Dr. Still added to 
the ordinary practice of medicine of his day the con- 
cept of the body’s capacity for being well and stay- 
ing well. This should be every physician’s total con- 
cern, rather than just getting a patient over an illness. 


ror, in part. The clotting time is generally normal; 
the bleeding time is frequently prolonged. The au- 
thors would indicate that the clotting time may be 
normal to slightly prolonged, and the bleeding time 
markedly prolonged. I agree that there is general- 
ly increased capillary fragility. Bleeding time is clas- 
sically described as being prolonged, although not 
infrequently it will have reverted to normal even 
though thrombocytopenia of a moderate degree per- 
sists. This may be a reflection of the initial capillary 
fragility. 

The next few paragraphs enter into a rather jum- 
bled review of primary and secondary thrombocyto- 
penia and a rather obscure discussion of complement- 
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fixation reactions. The impression gained from these 
statements, however, is that there is always antigen- 
antibody or complement-fixation reaction in throm- 
bocytopenia. This is not the opinion of most 
hematologists. I refer the reader to “Panels on Ther- 
apy,” published in Blood for April 1956.4 The con- 
clusion reached by Hershman and Matthews that the 
saline dissolution effect explains the rarity of throm- 
bocytopenic purpura is to be challenged. Secondary 
thrombocytopenia can be due to antigen-antibody 
reaction, but it may also be a reflection of marrow 
replacement such as occurs in acute leukemia, carci- 
nomatosis, or myelofibrosis. Further, thrombocyto- 
penic purpura is not rare. If one were to include 
the idiopathic and secondary forms, thrombocyto- 
penic purpura might then constitute the most fre- 
quently encountered bleeding disorder in the general 
hospital. 

The paper is apparently a report of primary 
thrombocytopenia and yet the authors see fit only to 
produce an irregular, haphazard listing of the eti- 
ologic factors of secondary thrombocytopenia. Hy- 
pergammaglobulinemia is indicated as the probable 
cause of thrombocytopenia in leukemia and lupus 
erythematosus. This is not always true. We are pres- 
ently engaged in a study of electrophoresis of mar- 
row and serum proteins in association with changes 
occurring in the marrow cellular elements. Our 
studies are not complete, but to date it would seem 
that significant hypergammaglobulinemia has not 
been demonstrated in our cases of thrombocytopenia. 
It is readily shown, however, that the diffuse replace- 
ment of the marrow in acute leukemia by the pro- 


liferating leukemic cell produces myelophthesic 
thrombocytopenia (a secondary form). This cause of 
secondary thrombocytopenia is not listed, however. 

One questions the short paragraph concerning 
capillary defects in thrombocytopenia. I quote: “A 
capillary defect is also noted in thrombocytopenic 


purpura. This, too, is unexplained, but the mech. 
anism is one of thrombosis and hemorrhage.” I am 
admittedly unable to follow this reasoning. Further, 
reference for this statement is not given. The section 
dealing with the disease in obstetric practice quotes 
statistics relative to the incidence of thrombocyto- 
penia in infants born to splenectomized or non- 
splenectomized mothers. References are not given 
for these percentages. This should have been done 
so that further information might be obtained as to 
whether these cases are idiopathic or secondary 
thrombocytopenia. The authors have neglected to 
indicate the etiology of the thrombocytopenia for 
which the mothers underwent splenectomy. 

The statement, “pregnancy aggravates thrombo- 
cytopenia” appears in the summary. I would appre- 
ciate a reference for this statement, or a review of 
the personal experience of the authors in this con- 
nection. 

This letter is written with a specific purpose in 
mind. The publishing of articles must not be an end 
unto itself. Unless the article has been carefully edit- 
ed, gross misstatements can occur and are quite mis- 
leading to the readers who assume the published 
work to be correct. I would urge the formation of an 
Editorial Board for THE JouRNAL, composed of indi- 
viduals willing and qualified to edit those articles 
relating to their specialty practice and experience, 
Misinformation may be a greater detriment than no 
information. 


Swney J. Katz, D.O. 
Huntington Woods, Mich. 
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The D.O. in 
disaster medicine 


OTHA W. LINTON, A.O.A. Press Representative 


Suppose you knew that a nuclear bomb might hit 
near your community. Suppose you knew that a flood 
or an earthquake or a tornado was likely to strike, 
causing death, and injury and destruction. 

As a doctor, you know your skills and services 
would be needed, whether the disaster was caused 
by man or by nature. How would you give these 
services? Where? To whom? What could you do 
if the power failed, the water supply were contami- 
nated, and the waste disposal systems broke down? 
What if the hospital itself were destroyed? What if 
only a few could be saved from many who were hurt? 

If such an emergency came to your town, it would 
be too late to plan. Everyone, doctors included, 
would have to make do, improvise, and get along as 
best they could. There might be a lot of wasted 
effort, unnecessary sickness and injury, and perhaps 
even riots because there would be no provisions to 
carry on government, to maintain order, to restore 
services, or to give you as a physician the help and 
tools you need to do your tasks. 

With these things in mind, the federal government 
and concerned citizens have moved to organize for 
every aspect of emergency and disaster planning. 
Through the federal Office of Civil and Defense 
Mobilization a national plan for civil defense and de- 
fense mobilization has been prepared. A vital part 
of that plan is its provisions for health care, for ad- 
justing to the loss of people and facilities, and for 
coping with the health problems of survivors. 

The federal government can only spell out such a 
program. To give it meaning, the OCDM and the 
U.S. Department of Health, Education, and Welfare 
must rely upon the voluntary participation of those 
normally concerned with the nation’s health care. 
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SPECIAL ARTICLE 


Along with other professional groups and health 
agencies, the American Osteopathic Association was 
represented at a series of three courses on health 
services aspects of health mobilization in the spring 
of 1960. They were conducted jointly by the U.S. 
Public Health Service’s Division of Health Mobiliza- 
tion and the OCDM at Brooklyn, New York, Battle 
Creek, Michigan, and Alameda, California. 

“The purpose of the courses,” according to Dr. 
Carruth J. Wagner of Washington, D.C.; “was to 
bring the most up-to-date disaster information and 
training to a nucleus of professional personnel con- 
cerned with medical and health needs of the civilian 
population in an emergency.” Dr. Wagner is chief 
of the Division, established in 1959 to carry out 
health responsibilities involved with civil defense 
planning. 

Among the subjects covered in the busy 5-day cur- 
riculum were medical self-aid; medical care by allied 
medical personnel; emergency hospital layout; radi- 
ologic, biologic, and chemical warfare; preventive 
medicine; epidemiology in disaster; disaster sanita- 
tion; community health services planning; and basic 
instruction technics. 

Lecturers included staff members of the Public 
Health Service, armed forces medical officers, faculty 
members of the OCDM staff college, and specialists 
in health planning. Dr. W. Fulton Abercrombie of 
Washington, PHS education specialist, was course 
coordinator. 

Besides D.O.’s, students at the courses included 
M.D.’s, dentists, pharmacists, veterinarians, nurses, 
sanitary engineers, health educators, local civil de- 
fense directors, and government agency staff per- 
sonnel. 

The courses were intended to provide the students 
with information, materials, and enthusiasm to carry 
out similar courses at state and local levels and with- 
in their professional organizations. Most of the course 
content was based on the premise that areas coming 
under attack or suffering natural disaster must expect 
a disruption of communications and transportation 
which would require them to exist for days or weeks 
on their own resources. 

Thus, it was stressed, each state, each community, 
and each hospital needs disaster plans for the alter- 
natives of full utilization of all facilities, use of some 
or damaged facilities, or for the possible evacuation 
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The Public Health Service, operating under 
the policy direction of the Office of Civil and 
Defense Mobilization and its national plan, 
has major responsibility in the federal govern- 
ment for civil defense health and civilian 
health mobilization programs. The Public 
Health Service recognizes that there will be a 
tremendous postattack disparity between 
health manpower needs and resources. The 
extent to which the nation can recover after 
an attack will depend upon the most complete 
utilization of all health personnel in the relief 
of suffering, the preservation of life, and the 
protection of the health of the public. 

With this in mind, the National Health Plan 
for Civil and Defense Mobilization (Annex 18) 
defines not only health services and occupa- 
tions, but also the responsibilities of those 
professional groups who perform these serv- 
ices in a civil defense emergency. 

In relationship to the profession of osteop- 
athy, the National Health Plan makes the fol- 
lowing points: 


1. The definition of health manpower spe- 
cifically includes doctors of medicine and os- 
teopathy, dentists, sanitary engineers, and 
registered nurses. 


2. The American Osteopathic Association is 
named as one of the professional organizations 


of the entire surviving population from a disaster 
area, 

At Hiroshima, it was pointed out, thousands were 
killed and many thousands injured by a nuclear 
bomb now considered puny. But other thousands 
survived, and even more might have if the city had 
been prepared for the possibility of such devastation 
and if surrounding communities had been able to 
care for evacuees. Even so, those who lived through 
the blast and heat of the explosion did their best to 
care for the injured and restore the city without much 
planning. Few American cities have much more civil 
planning than Hiroshima did. 

Except for the dread hazard of radiation, the sur- 
vivors of a nuclear blast have much the same prob- 
lem which faced Texas City, Texas, when an ammu- 
nition ship blew up in its harbor. They face something 
of the same chaos found after an earthquake in Chile, 
Morocco, or even Yellowstone Park. The isolation of 
a stricken area, disruption of its government and 
community services, and the evacuation of many 
people to temporary shelter create sizable public 
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Statement for American Osteopathic Association regarding 
utilization of osteopathic physicians postattack 


which “have a responsibility to advise OCDM 
and DHEW in organization and planning, 
training, education, research, and other func- 
tions pertinent to each association. The re- 
spective associations are encouraged to estab- 
lish committees for this task.” 


3. The National Health Plan places upon 
every doctor of medicine and of osteopathy 
the responsibility of active participation in 
civil defense and defense mobilization plan- 
ning and training in his community. 


4. Since state and local health departments 
have the primary and statutory health roles at 
their respective levels, exercise of this partici- 
pation can most effectively be carried out 
within the local communities. Plans for per- 
sonnel utilization must be developed at the 
local level. These plans will differ from area 
to area, dependent upon relative needs, avail- 
ability, and peacetime practices and relation- 
ships existing among health professional per- 
sonnel. 


In accord with the National Health Plan, the 
Public Health Service, acting within the 
framework of DHEW’s civil and defense mo- 
bilization role, welcomes the counsel and ad- 
vice of the American Osteopathic Association, 
and the active participation of all its members. 


health problems in addition to the immediate task of 
caring for the injured. The known existence of chem- 
ical and biologic warfare agents which may be used 
to poison food and water adds to the responsibility 
of health planners. 

Reflecting awareness of over-all civil defense and 
disaster problems, the Congress in 1950 passed Pub- 
lic Law 920, the so-called federal civil defense act 
which delegated civil defense responsibilities to the 
states. However, a lack of progress by state organi- 
zations led to enactment of legislation (P.L.85-606) 
giving the federal government a more direct share in 
the creation of local emergency plans. 

In 1958, the national civil defense plan was pre- 
pared. Among its forty-two annexes, number 18 is 
the national health plan, number 23 is the radiologic 
defense plan, number 24 is the biologic and chemical 
warfare defense plan, and number 32 is the water 
conservation plan. All are immediately concerned 
with health planning, not simply by physicians, but 
by all health workers. The plan and any of its an- 
nexes are available from OCDM. 


As the principal federal health agency, the PHS 
was asked by OCDM to assume responsibility for 
health planning. To coordinate its efforts, the Divi- 
sion of Health Mobilization was created in the PHS 


Bureau of State Services. 

Within the structure of OCDM, two advisory 
groups have been created. The Health Resources 
Advisory Committee is made up of representatives 
of nongovernmental health organizations. The Inter- 
agency Health Advisory Board represents the several 
government agencies having health functions. 

In addition to federal legislation on civil defense, 
many states have passed laws defining their responsi- 
bility and creating structures to implement it. In 
substance, these laws and the federal statutes pro- 
vide that in declared national or local civil defense 
emergency, local civil defense organizations will take 
over government functions with such authority as 
may be needed to implement emergency plans. Phy- 
sicians and other health workers will be obligated to 
participate as directed by local directors of health 
planning. Private property and supplies may be 
requisitioned by civil defense authorities. 

“A local civil defense director and his deputies will 
have the authority to do anything needed to meet 
the emergency,” explained Dr. James M. Ridgeway 
of Battle Creek, dean of the OCDM staff college. 

.Some statements from the National Health Plan 
may point up the extent of current mobilization: 


Health services means medical and dental care in all of 
their specialties and adjunct therapeutic fields, and the plan- 
ning, provision, and operation of first aid and emergency 
medical care stations, hospitals, and clinics; preventive health 
services, including detection, identification and control of 
communicable diseases, their vectors and other public health 
hazards; inspection and control of purity of food, drugs and 
biologicals; food and milk sanitation; public water supplies; 


Fig. |. Osteopathic representatives attending the course on Health 
Services Aspects of Health Mobilization at Battle Creek, Michigan, 
May 8-13. First row: Drs. Robert J. Kromer, Sandusky, Ohio; Floyd 
E. Smith, Flint, Michigan; John W. Campbell, Davenport, lowa; 
William Kuchera, Albert Lea, Minnesota; Richard W. Adams, 
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sewage and other waste disposal; registration and disposal of 
the dead; prevention and alleviation of water pollution; vital 
statistics services; preventive and curative care related to hu- 
man exposure to radiological, chemical, and biological warfare 
agents; and rehabilitation and related services for disabled 
survivors. 


Listed as health manpower within the terms of the 
plan are “physicians (including osteopaths), dentists, 
sanitary engineers and registered nurses” plus vet- 
erinarians, medical laboratory technicians, x-ray tech- 
nologists, occupational and physical therapists, op- 
tometrists, podiatrists, pharmacists, medical and 
psychiatric social workers, clinical psychologists, hos- 
pital dietitians, and ambulance drivers, among others. 

Realizing that as many as a third of the physicians 
and other health workers could be casualties, the 
plan points out that procedures normally performed 
only by doctors may have to be accomplished by 
others. Dentists and veterinarians might give anes- 
thesia or supervise sanitation programs. Nurses might 
do casualty screening. Technicians might assist with 

surgery or supervise wards. First aid, bandaging, 
splinting, and treatment for shock, resuscitation, and 
relief of pain could be done by all groups of workers. 

The civil defense acts provide that during a de- 
clared state of emergency, normal geographic and 
other licensure restrictions will be without effect. 
Persons attempting medical procedures under the 
direction of civil defense authorities will not be held 
liable under malpractice laws for the failure of their 
efforts. 

The American Osteopathic Association, along with 
the American Medical Association, American Dental 
Association, American Hospital Association, Ameri- 
can Nurses Association, American Pharmaceutical 
Association, and other national organizations, is 
charged with the responsibility of training its mem- 


Chesaning, Michigan. Second row: Otha Linton, Chicago; Drs. 
Walter Parsons, Orlando, Florida; G. Stevens McDaniel, East 
Greenwich, Rhode Island; Arthur H. Witthohn, Grand Rapids, 
Michigan; Ronald Woods, Des Moines, lowa; W. Fulton Aber- 
crombie, Washington, D.C., course director. 
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Fig. 2. Medical aspects of chemical warfare was the topic of Dr. 
Carroll P. Hungate of Kansas City, Missouri, who lectured to the 
health mobilization courses. Dr. Hungate is a consultant to the 
Public Health Service and is chairman of the American Medical 
Association Committee on Disaster Medical Care. 


bers to meet civil defense and disaster responsibili- 
ties. Physicians are expected to help other groups to 
upgrade their skills for emergency use. 

In some communities, dentists have been given the 
opportunity to observe surgery and assist in hospital 
emergency rooms. Without such training, most den- 
tists would hesitate to treat anything below the collar 
button, a dental spokesman pointed out. 

To accomplish the support phase of national emer- 
gency preparation, the federal government has taken 
an inventory and has urged local inventories of all 
health material, equipment, and facilities. Facilities 
counted are to include medical and osteopathic hos- 
pitals, nursing homes, health centers, clinics, labora- 
tories, water and sewage treatment plants, and drug 
manufacturing plants. 

Through early 1960, the government had stock- 
piled more than $210 million of health supplies and 
equipment. This includes 20 million liters of intra- 
venous solution, 4 million pounds of enteral feeding 
equipment, 3 million units of blood collecting equip- 
ment, 1.2 million units of PVP, 300,000 units of serum 
albumin, more than a million units of lyophilized 
plasma, and 1,900 civil defense emergency hospital 
units, complete with equipment and supplies for 48 
hours of operation. 

Because of anticipated isolation of many com- 
munities after an attack or other disaster, civil de- 
fense authorities stressed the need for community 
stockpiling and awareness of available supplies. 
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To aid in readiness preparation and in training, 
OCDM and the Public Health Service are conducting 
study programs to create a national blood program, 
a national epidemiologic service, a national labora- 
tory network, a standardized administrative manual 
for civil defense emergency hospitals, a standardized 
emergency treatment manual, and simple tests for 
exposure to radiation injury or chemical or biologic 
warfare agents. 

Though health agencies must plan for their own 
particular function, their planning must be fitted into 
county or city over-all civil defense organization and 
disaster plan. As explained by Dr. George Moore of 
Charlottesville, Virginia, chief of health mobilization 
for the PHS’s region three: 


The county chief of the health, medical and special weapons 
defense service is responsible for coordinating health, medical 
and special weapons defense activities within the county. 
These activities will be furnished by the county directly or by 
its municipalities. He serves as staff advisor to the county 
mobile support unit chief. The service chief commands all 
service personnel and issues all directives and orders. The 
chief of the service directs activities within the service and 
with the other services. He directs the utilization of personnel 
and equipment in all branches of medical care and allied 
sciences; that is, physicians, osteopaths, dentists, nurses, vet- 
erinarians, pharmacists, science teachers, first aiders and others. 


In one exercise, students at the health mobilization 
courses were asked to undertake the health planning 
for the evacuation of a designated target center and 
the reception of its inhabitants in surrounding coun- 
ties. The group was divided into small teams which 
were to serve as county health departments, profes- 
sional societies, and a state health department. 

The object lesson was quickly learned. When the 
teams assembled they discovered that the health de- 
partment could not function without knowing what 
it could expect from the professional societies. The 
societies were not aware of what was needed or of 
how much they could rely upon civil defense organi- 
zation to handle the logistics. The teams designated 
for the target city could not decide whether to evacu- 
ate all medical facilities and medical personnel or to 
keep some and send out others. In turn, teams repre- 
senting the surrounding counties could not determine 
how many refugees and how many casualties they 
might need to provide for. The team acting as state 
health department quickly became ensnarled in con- 
fusion and red tape. It possessed, or thought it did, 
certain emergency supplies, including civil defense 
emergency hospitals and first aid stations, and had 
available some trained persons. But what authority 
it had to dispose and assign and how it was to deter- 
mine conditions in the affected areas constituted an 
appropriately baffling problem. 

It is to the credit of the participating teams that 
each one was able to evolve a plan to undertake its 
part of the health responsibility and even to integrate 
these plans with those of other teams. However, as 
all would admit, their solutions were based upon a 
considerable number of optimistic presumptions. In 
a local situation, planning would take longer than a 
day. But it could be based on known facts about 
community personnel, supplies, facilities, and geog- 
raphy. Everyone agreed that such preparation is 
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better made in advance than in crisis, real or imag- 
The vital function of hospital planning was stressed 
at least once by almost every speaker. In any dis- 
aster ranging from a nuclear attack to a major traffic 
accident, the nearest available hospital becomes the 
focus for lifesaving efforts. Only in hospitals can the 
skills and supplies be brought together to provide 
any amount of mass casualty care. 

The degree to which a hospital can adapt from 
routine operation to emergency conditions depends 
upon its advance emergency planning and the ability 
of its staff to convert to rapid action. 

In the event of an atomic explosion, hospitals 
around the explosion area might expect to receive 
enormous numbers of casualties. Some of these would 
be obviously beyond medical help. Others might be 
contaminated radiologically as well as injured. Still 
others would need less help to restore them to useful- 
ness. Perhaps persons with no injuries might attempt 
to get into the hospital. 

It might be, on the other hand, that a hospital 
would receive advance warning of imminent attack 
and have the possibility of evacuation to a safer lo- 
cation. In either case, the immediate problem of 


sorting patients, of rapid diagnosis of what must be — 


done, of what is hopeless to attempt, and of what can 
wait must be handled quickly and expertly. A sur- 
geon might be confronted with the alternative be- 
tween saving one life by complex chest surgery re- 
quiring hours or saving several others by closing 
wounds and performing amputations in the same 
amount of time. 

Decisions for evacuation or shelter must be made 
locally just as might be done for a tornado or hurri- 
cane. Doctors, nurses, and other health workers must 
work as directed under civil defense conditions. But 
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Fig. 3. Central supply section can begin preparing surgical packs within minutes after opening of first crate. 


unless hospital personnel has a plan for evacuation 
and has accomplished it, a civil defense director's 
decision to do so could create only chaos. 

As a session of the courses, students were shown 
the setting up and operation of a 200-bed civil de- 
fense emergency hospital, complete with simulated 
casualties. 

The civil defense emergency hospital is a self- 
contained service unit developed from military field 
hospitals. Some 1,500 have been placed around the 
United States in strategic locations for possible use. 
Others, like the ones used in health mobilization 
courses, are available for training exercises. The hos- 
pital is contained in 351 boxes containing some 290 
items ranging from swabs to a power generator and 
weighing 24,000 pounds. The unit’s nine functioning 
sections are complete with sufficient equipment and 
supplies to function for 48 hours with a full load of 
casualties. 

In the course exercise at Battle Creek, a team from 
the Battle Creek Veterans Administration Hospital, 
primarily a psychiatric hospital, was used to perform 
the demonstration. Except for the hospital adminis- 
trator, members of the 69-person team had only a 
single briefing. In keeping with simulated disaster 
conditions, many of the hospital people, the 5 physi- 
cians, 10 nurses, and 38 medical aids were assigned 
tasks requiring more than their normal skills. 

Within an hour from the time the hospital crews 
pulled a nail from the first crate, every section, in- 
cluding surgery and x-ray, reported ready to receive 
patients. 

‘The patients in this instance were simulated by 
members of the Battle Creek Junior Red Cross who 
had been excused from school for acting chores and 
realistically decorated for their roles with moulage 
wounds and bleeding. Again, within an hour of the 
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time the first patient was received in the sorting sec- 
tion, all had been placed for treatment. 

An important part of the national courses was the 
teaching aids, such as wound moulages, used to make 
training more realistic or easier to understand. The 
students learned how to imitate a third degree burn 
with a bit of vaseline, a tissue, and the average con- 
tents of a cosmetic kit. Wound moulages are made 
of latex rubber colored appropriately and stuck on 
with rubber cement. A particularly gruesome touch 
can be added by imbedding glass or splinters in the 
moulage. 

The PHS Division of Health Mobilization also is 
preparing course outlines and slide presentations for 
use in state and local courses. The technics learned 
will apply as well to local disasters as to national 
attack. Teaching materials are available from the 
division’s training branch. 

In civil defense and other disaster planning, much 
of what is done must be based upon presumption. 
America’s wars have been fought elsewhere, and the 
lessons of natural disaster have been learned mostly 
by those who experienced them. 

The advent of nuclear weapons and of startling 
chemical and biologic warfare agents has introduced 
new concepts into defense thinking. American mili- 
tary authorities have admitted possessing hydrogen 
bombs equal to 20 million tons of TNT and capable 
of destroying or damaging everything within a 20- 
mile radius of its impact point. 

For those interested in economy, this nation, and 
presumably others, have developed (but never used ) 
inexpensive biologic and chemical agents to cripple 
or knock out a population without damaging physical 
property. 

Biologic warfare actually is public health in re- 
verse, noted Dr. Kirk T. Mosley, associate dean of 
the Oklahoma University School of Medicine at Nor- 
man. He pointed out that through World War I, 
most armies suffered far greater casualties from epi- 
demics and sickness than from battle. American 
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Fig. 4. Treatment ward of emergency hospital in action would look much like this training exercise at Battle Creek. 


troops suffered only 243 battle casualties in the 
Spanish-American War, but the army had 20,738 
cases of typhoid fever and 1,580 deaths from that 
cause, 

Bacteria, viruses, fungi, and toxins can be injected 
cheaply into water or food supplies, sprayed into the 
air, or carried in the warhead of a missile. 

Diseases which might be used as biologic warfare 
agents include anthrax, brucellosis, diphtheria, sal- 
monella food poisoning, typhus, psittacosis, infectious 
hepatitis, smallpox, yellow fever, and many others. 
Medical science still has a meager knowledge of 


Fig. 5. The simulated burn created in minutes with cosmetics adds 
realism to casualty care training without discomfort to the "victim." 
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the effects of radiation. Studies have been limited 
to survivors of the Hiroshima and Nagasaki blasts, 
tests on animals in controlled American explosions, 
and victims of accidents with radioactive materials. 

Nerve gases which kill in minutes by blocking 
cholinergic action, refinements of the dread mustard 
gas of World War II, and hallucinogenic agents all 
could be used to create panic in a city. 

Panic is another threat to future warfare which 


- eoncerns health planners. Many of the survivors of 


a nuclear blast might be expected to have what the 
army calls shell shock. The use of a nerve gas in a 
single part of a city could send panic reverberating 
across the nation. No one can say for certain just 
how Americans would react. 

“Thus it is simple to adopt a defeatist attitude, say 
that nothing can be done and do nothing. Something 
can always be done in natural disasters. Fortunately, 
there are defenses against new weapons and against 
their effects, just as, throughout history, one man has 
contrived a defense against every weapon another 
could invent. 

There is no direct defense against an atomic bomb. 
Those in the immediate blast area will perish as in 
any explosion. Only half of the damage done by a 
nuclear weapon is caused by blast and shock. An- 
other 35 per cent results from heat, and about 15 per 
cent may be credited to radiation. In American nu- 
clear tests it has been demonstrated that people can 
remain unharmed relatively close to a nuclear blast 
if they are sheltered properly. Civilians can survive 
in a city if they seek shelter away from the shock 
and heat waves and stay under cover until the radia- 
tion level declines. 

Public health authorities have developed serums 
and antitoxins against many of the biologic agents 
which might be used. Gas masks and impervious 
clothing protect to a considerable degree, even 
against gases which can penetrate the skin. 

Once Americans accept the concept that a defense 
is possible against even nuclear attack, the problem 
becomes one of ways and means. A massive nuclear 
attack presumably would be directed against concen- 
trations of people and industry. Civil defense au- 
thorities have estimated that at least a third of all 
Americans might be casualties. But some of that 
third would not be killed and the other two thirds 
would have the problem of restoring national life. 

Primarily, the task becomes one of family survival. 
If enough American families can survive attack or 
natural disaster, then civil defense planning can be- 
come operative. 

The national shelter policy proclaimed by the gov- 
ernment in 1958 recommends that each family create 
a bomb shelter in the basement or other safe place 
and stock it with emergency provisions for 14 days. 
An adequate shelter should protect a family against 
the blast and heat of a nuclear explosion and allow 
it to remain under cover until the radiation has 
dropped to a tolerable level. The emergency provi- 
sions should keep it in good health until some re- 
sumption of city services and food supplies can be 
accomplished. 

Then over-all disaster planning goes into effect. 
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Fig. 6. The use of the membrane filter kit to determine the bac- 
teria content of water is explained to a health mobilization course 
by Jerrold M. Michael of Washington, chief of training for the 
PHS Division of Health Mobilization. 


The success of the health aspects will be dependent 
upon the degree to which physicians, their organiza- 
tions, and their hospitals take leadership roles in pre- 
paring for all types of emergencies. 

“Dependency on health agencies directly affects all 
community disaster planning,” said Dr. Robert L. 
Smith of the Public Health Service in introducing 
the mobilization courses. 

“No particular part of civil defense is the most im- 
portant. The whole national or community structure 
depends upon the cooperation of all its levels and 
specialties. If one of them should fail, the whole 
might fail,” said Dean Ridgeway of the OCDM staff 
college, summarizing the courses. 


Fig. 7. Emergency water purification equipment is a key part of 
civil defense planning. The filter unit shown can produce 100 gal- 
lons of potable water a minute. 
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A.O.A. publishes Journal Index 


> Just off the press is a “Cumula- 
tive Index to THE JOURNAL OF THE 
A.O.A., Volumes 1 through 55,” and 
a “Union List of Osteopathic Books 
Held by Osteopathic Libraries.” 
The new volume is the same size 
as THE JouRNAL, but differs in the 
bright orange color of its cover. 
The two compilations represent 
a major A.O.A. contribution to os- 
teopathic literature. The work was 
sponsored by the Committee on 
Clinical Study, was produced in 
cooperation with the Editorial De- 
partment, and was financed in part 
by the Foundation for Research of 
the New York Academy of Osteop- 
athy. Dr. Allan A. Eggleston, Mon- 
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treal, Canada, is chairman of the 
Clinical Study committee, and Dr. 
Stephen M. Pugh, Everett, Wash- 
ington, director of the index proj- 
ect. Both are past presidents of 
the A.O.A. 


September 1901-August 1955 « 
The Cumulative Index, the major 
portion of the work, covers THE 
JournaL from the first issue in Sep- 
tember 1901 through August 1955. 
It lists, by author and subject, orig- 
inal articles, editorials, and histori- 
cal and organizational material. 
Multiple subject entries and cross 
references assure its usability. Ac- 
cording to Committee plan, the In- 


Osteopathic Association. 


dex will be kept current by the 
publication of supplements at 5- 
year intervals. 


College, A.O.A. libraries * The 
Union List, produced in coopera- 
tion with the librarians of the six 
osteopathic colleges and of the 
A.O.A., brings under one listing 
books on osteopathy written by os- 
teopathic physicians and others, 
and books not concerned with os- 
teopathy written by osteopathic 
physicians. 

“Both the Index and the Union 
List should prove a boon to every 
person interested in the history and 
development of osteopathy,” said 


Committee on Clinical Study sponsors publication—Left, Dr. Allan A. Eggleston, 
Montreal, Canada, Committee chairman, and Dr. Stephen M. Pugh, Everett, Wash- 
ington, director of the Index Project. Both are past presidents of the American 


Journal Editors—From the left, Drs. A. L. Evans, H. L. Chiles, Cyrus J. Gaddis, and 
Ray G. Hulburt, whose editorships totalled 43 of the Journal's 55 years of publica- 
tion. Far right, Dr. Raymond P. Keesecker, under whose editorship the Index was 
produced. Dr. Keesecker was Editor from 1951 until his death last April. 
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Dr. Eggleston. “They make avail- 
able to students, historians, and re- 
search people valuable and hither- 
to almost inaccessible material.” 


Journal history * Covering as it 
does the first 55 years of THe Jour- 
NAL, the Index records the develop- 
ment of the profession’s official 
publication. It recalls professional 
leaders and undertakings that have 
contributed to JourNAL develop- 
ment. 

The first volume of THE JouRNAL 
contained six issues, published bi- 
monthly. Totalling 265 pages, they 
included in each issue a directory of 
members. The issues carried no ad- 
vertising, went to members as a 
part of the $5.00 annual member- 
ship fee, and to nonmembers for 
$2.00 a year. Production cost, for 
500 copies, was $60.00 an issue. 

THE Journaw’s first editorial of- 
fices were in Chattanooga, Tennes- 
see, home of Dr. A. L. Evans, the 
first editor. Dr. Dain L. Tasker, 
now retired and living in Ocean- 
side, California, was listed on the 
masthead as an associate editor. 

Between 1907 and 1922, when 

THE JourNAL moved to Chicago, 
editorial offices were maintained 
successively in Auburn, New York, 
Orange, New Jersey, and New 
York City. Four editors, whose 
services totaled 43 years, were Dr. 
Evans, Dr. H. L. Chiles, Dr. Cyrus 
J. Gaddis, and Dr. Ray G. Hulburt. 
Under Dr. Raymond P. Keesecker, 
Editor from 1951 until his death 
last April, THe JourNAL took on its 
present character and design. It 
was during his editorship that the 
Cumulative Index was produced. 


Committee objectives * The Cu- 
mulative Index and Union List rep- 
resent the first major publication of 
the Committee on Clinical Study, 
set up in 1953 as a subsidiary of 
the Bureau of Professional Educa- 
tion, and charged with a fourfold 
responsibility: to index osteopathic 
literature; to list clinical study ac- 
tivities concerned with distinctive 
osteopathic contributions to the 
management of health problems; to 
encourage, initiate, and record 


clinical studies exploring special 
contributions of the osteopathic 
profession; and to catalog portions 
of medical and scientific literature 
which contribute to the under- 
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standing and development of the 
principles of osteopathy. 

Members of the Committee, in 
addition to Dr. Eggleston and Dr. 
Pugh, are Dr. Ira C. Rumney, Ann 
Arbor, Michigan; Dr. Wesley B. 
Larsen, Chicago; and Dr. Camp- 
bell A. Ward, Mount Clemens, 
Michigan. 

“This Cumulative Index and 


Union List, completed through co- 
operative effort,” said Dr. Pugh, 
“offer the opportunity to find a 
great deal of valuable but previ- 
ously inaccessible osteopathic ma- 
terial. It is to be hoped that this 
volume will be of real service to 
the many facets of the osteopathic 
profession and to allied or related 
fields and professions.” 


Recipients of Mead Johnson 


grants enter year of study 


> The fifth year of the Mead 
Johnson and Company osteopathic 
fellowship program opened on July 
1, when nine graduates of four os- 
teopathic colleges entered full-time 
l-year training programs in osteo- 
pathic colleges and hospitals in 
four fields of practice. The grants, 
for $1,000 each, were awarded as a 
part of the broad Mead Johnson 
program of financial support to 
postgraduate medical education. 


Annual meeting * The grants were 
made at the annual awards meet- 
ing of the American Osteopathic 
Association’s Committee on Mead 
Johnson Grants. The meeting was 
held on June 26, at the Mead John- 
son headquarters in Evansville, In- 
diana. Attending as guests of the 
company, with W. D. Snively, Jr., 
M.D., company vice president and 
medical director as host, were 
A.O.A. committee members John 
W. Mulford, D.O., Cincinnati, 
chairman; Paul van B. Allen, D.O., 
Indianapolis; and Joseph W. EI- 
bert, Petersburg, Indiana. Also 
present were consultants Lawrence 
W. Mills, director of the A.O.A. 
Office of Education, and Walter A. 
Suberg, Business Manager, both of 
Central Office, Chicago. 

The fellowships were granted to 
nine young physicians who have 
graduated from osteopathic col- 
leges within the last 4 years. 


Awards were made on the basis of 
scholarship, financial need, and 
demonstrated ability in osteopathic 
practice. In this, as in all its other 
educational programs, Mead John- 
son confines its participation to fi- 
nancial support. The program is 
administered by the A.O.A. 


Grants increased * The number 
of grants was increased from six in 
1959 to nine this year. The re- 
cipients, all with first grants, are 
taking their fellowships in four 
fields of practice: three each in 
pediatrics and internal medicine, 
two in general practice, and one in 
obstetrics and gynecology. The re- 
cipients are: 

In pediatrics: Walter M. Pavlo- 
wich, 1958 graduate of the Chica- 
go College of Osteopathy; 1959 in- 
tern at the Chicago Osteopathic 
Hospital; now serving his Mead 
Johnson fellowship there. 

Gerald J. Hohn, 1955 graduate 
of the College of Osteopathic Med- 
icine and Surgery, Des Moines, 
Towa; 1956 intern at the Grand 
Rapids (Michigan) Osteopathic 
Hospital; now taking his fellowship 
at the COMS.-affiliated hospital. in 
Des Moines. 

Leon O. Janis, 1956 graduate of 
the College of Osteopathic Physi- 
cians and Surgeons, Los Angeles; 
a 1957 intern at the Los Angeles 
County Osteopathic Hospital; now 
serving his fellowship there. 


In internal medicine: Augustine 
Acosta, 1958 graduate of COMS; 
1959 intern at the Dallas (Texas) 
Osteopathic Hospital; now on his 
fellowship at the Art Centre Hospi- 
tal in Detroit, a CCO-affiliated hos- 
pital. 

Milan Lesko, a 1955 graduate of 
the Kirksville College of Osteop- 
athy and Surgery, Kirksville, Mis- 
souri; a 1956 intern at the college 
hospital in Kirksville; now serving 
his fellowship there. 

Charles I. Schulman, 1957 grad- 
uate of CCO; 1958 intern at the 
CCO-affiliated Detroit Osteopathic 
Hospital; now serving his fellow- 
ship there. 

General practice: Robert E. Kap- 


pler, 1958 graduate of CCO; 1959 
intern at Chicago Osteopathic Hos- 
pital; now serving his fellowship 
there. 

Walter N. Goodman, 1958 grad- 
uate of KCOS; 1959 intern at Los 
Angeles County Osteopathic Hos- 
pital; now serving his fellowship 
there. 

Obstetrics and gynecology: James 
E. Lyster, 1958 graduate of COPS; 
1959 intern at Los Angeles County 
Osteopathic Hospital; now serving 
his fellowship there. 


First grants in 1955 * The Mead 
Johnson Graduate Education Pro- 
gram was instituted in 1955. The 
first year, three fellowships were 
awarded, all in the field of general 


COUNCIL ON FEDERAL HEALTH PROGRAMS 


A.O.A. chairman testifies 
before House Subcommittee 


> As chairman of the A.O.A. 
Committee on Colleges of the De- 
partment of Professional Affairs, 
Dr. George W. Northup, Livings- 
ton, New Jersey, appeared before 
the Subcommittee on Health and 
Safety of the House Committee on 
Interstate and Foreign Commerce 
at the hearings on H.R. 6906 and 


related bills, held at the afternoon 


session on June 6. 

The Health and Safety Subcom- 
mittee is comprised of Kenneth A. 
Roberts of Alabama, chairman; 
George M. Rhodes of Pennsylvania; 
Leo W. O’Brien of New York; Paul 
G. Rogers of Florida; Lawrence 
Brock of Nebraska; Paul F. 
Schenck of Ohio; Samuel L. De- 
vine of Ohio; and Ancher Nelsen 
of Minnesota. 

Dr. Northup testified on the sub- 
ject of Federal Aid for College 
Construction, Scholarships, and In- 
stitutional Research Grants. An ex- 
tract from the Hearings follows: 

Mr. Roberts: The Subcommittee 
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will please be in order. Dr. George 
W. Northup, of the American Os- 
teopathic Association, Livingston, 
New Jersey, will be our first wit- 
ness. 

Dr. Northup: Mr. Roberts, it is 
a privilege to be here and represent 
the American Osteopathic Associa- 
tion before this Committee. 

We would like to direct our com- 
ments to the bill, H.R. 6906, and 
related bills. I believe for the sake 
of brevity and due to the fact that 
sometimes my epitomizations are 
longer than my report, that it might 
be wise with your permission if I 
read the statement. 

Mr. Roberts: All right, Doctor. 

“Dr. Northup: My name is Dr. 
George W. Northup. I am an osteo- 
pathic physician engaged in active 
practice at 104 South Livingston 
Avenue, Livingston, New Jersey. 
My appearance here is in my ca- 
pacity as Chairman of the Com- 
mittee on Colleges of the American 
Osteopathic Association. 

We are grateful to the Chairman 
of this Subcommittee for the op- 
portunity of bringing to you our 


practice. Three were awarded in 
1957, six in 1958, and six in 1959. 
So far, fifteen young physicians, 
three with second-year grants, have 
completed the training. Of the 
number, two are women. Five of 
the six osteopathic colleges have so 
far participated in the program. 

To be eligible for a grant, a phy- 
sician must have graduated from 
an osteopathic college within the 
previous 4 years; must be recom- 
mended by the dean of his college, 
two faculty members, and the di- 
rector of intern training of the hos- 
pital where he interned; and he 
must be willing to undertake a 
full-time, 1-year graduate training 
program in an osteopathic college 
or college-affiliated hospital. 


views on the pending bills for Fed- 
eral assistance for construction of 
medical education facilities, schol- 
arships for medical students, and 
institutional research grants. 

In 1956-57 we were privileged to 
cooperate with your professional 
staff in connection with the Medical 
School Inquiry staff report to 
your Committee containing back- 
ground information relating to 
schools of medicine, dentistry, os- 
teopathy, and public health on the 
subject of Federal aid for construc- 
tion of teaching facilities. The 
basic information contained in that 
report is invaluable. We shall am- 
plify it only with current statistics. 

There are six colleges of osteop- 
athy and surgery in the United 
States. All are private, non-profit, 
tax-exempt institutions. Two are 
located in Missouri and one each 
is located in Iowa, Illinois, Penn- 
sylvania and California. No new 
osteopathic college has been estab- 
lished since 1916. The Association 
does, however, have a Committee 
on Location of Osteopathic Col- 
leges of which I have the honor to 
be chairman. 

The over-all enrollment of 1,915 
students at the six osteopathic col- 
leges for the year 1959-1960 shows 
a decrease of 27 from the over-all . 
enrollment of 1958-1959. The en- 
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tering class of 516 students in 1958 
showed an attrition rate of 8.3 per- 
cent, which is the highest attrition 
of first-year students during the 
past several years. The principal 
cause was financial. 

In 1959-1960, 505 first-year stu- 
dents were enrolled. These were 
culled from 1,800 applications by 
1,417 applicants. The over-all pre- 
professional scholastic average of 
the entering classes was 1.7 or a B 
average. The 505 freshmen enroll- 
ment is 15 below the first-year stu- 
dent capacity of 520. 

If Federal funds are made avail- 
able on a matching basis for con- 
struction of educational facilities, 
present plans of the colleges for 
expansion of existing facilities could 
increase the freshman capacity to 
630, or 20 percent. 

The six osteopathic colleges re- 
quire a minimum of three years of 
preprofessional study in an ap- 
proved college or university. Of the 
505 freshmen enrolled in the Fall 
of 1959, 341 had baccalaureate or 
advanced degrees. Others obtained 
B.A. or B.S. degrees after complet- 
ing the first year at an osteopathic 
college under combined degree 
agreements with various under- 
graduate colleges and universities. 

The 505 first year students en- 
rolled in 1959 obtained their pre- 
professional work in 119 colleges in 
38 states. Geographic distribution 
of the entire osteopathic predoc- 
torate 1959-1960 enrollment shows 
the students derived from 47 states, 
Mississippi, Nevada, and South 
Carolina being the only states not 
represented at this time. 

The standard curriculum of the 
osteopathic college requires at least 
5,000 hours of professional instruc- 
tion distributed over 4 college 
years. 


Upon graduation, the degree of 
Doctor of Osteopathy (D.O.) is 
conferred. The graduate then be- 
gins an internship of 12 to 24 
months in one of 93 hospitals ap- 
proved for intern training by the 
American Osteopathic Association. 
Five hundred forty internships are 
available, of which 18 are vacant. 
After internship an increasing num- 
ber of graduates enter on three- 
year terms of residency training in 
approved residency training hospi- 
tals, followed by two years of spe- 
cialty practice preparatory to exam- 
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ination for certification by specialty 
boards in such specialties as inter- 
nal medicine, surgery, radiology, 
obstetrics, gynecology, pediatrics, 
and pathology. Fifty-six hospitals 
are approved for residency training 
by the American Osteopathic As- 
sociation. Three hundred ninety- 
four residencies are available, of 
which 88 are vacant. 

Doctors of osteopathy are en- 
gaged in the legalized practice of 
their profession in all states. In my 
state of New Jersey, the license is 
to practice medicine and surgery. 
In 38 states and the District of Co- 
lumbia, most doctors of osteopathy 
practice under unlimited licenses. 
The licensure laws in the remain- 
ing states have not kept pace with 
advancements in the training and 
practice of physicians of the osteo- 
pathic school of medicine. 

In the Fall of 1958 the Surgeon 
General of the Public Health Serv- 
ice invited a group of 22 national 
leaders in medicine, education, and 
public affairs to serve as a consult- 
ant group to the Public Health 
Service on medical education, and 
specifically to consider the ques- 
tion: “How shall the nation be sup- 
plied with adequate numbers of 
well-qualified physicians?” Dr. 
Morris Thompson, President of the 
Kirksville College of Osteopathy 
and Surgery, had the honor of serv- 
ing as a member of the group. In 
September, 1959, the Surgeon Gen- 
eral’s Consultant Group on Medical 
Education made its report, under 
the caption, “Physicians for a 
Growing America.” The report 
points out that in the United States 
in 1959 there were “some 235,000 
doctors of medicine and 14,000 
doctors of osteopathy for a popula- 
tion of 177 million people, or 141 
physicians per 100,000.” The report 
then states: 


The Consultant Group considers the 
maintenance of the present ratio of phy- 
sicians to population a minimum essential 
to protect the health of the people of the 
United States. To achieve this, the num- 
ber of physicians graduated annually by 
schools of medicine and osteopathy must 
be increased from the present 7,400 a 
year to some 11,000 by 1975—an in- 
crease of 3,600 graduates. 


According to the Consultant 
Group, the nation’s physician sup- 
ply will continue to lag behind the 
needs created by increasing popu- 
lation unless the Federal Govern- 


ment makes an emergency financial 

contribution on a matching basis 

toward the construction of medica] 
school facilities. 

State and local appropriations in 
1958 met 70 percent of the operat- 
ing expenses of public medical 
schools, the remaining 30 percent 
being made up of tuition and fees, 
gifts and grants, and Federal train- 
ing funds. The 45 private medical 
schools and the six osteopathic col- 
leges were principally dependent 
on tuition and fees, gifts and 
grants, Federal training funds and 
Federal grants for emphasized 
teaching in heart diseases, cancer, 
and mental health, and reimburse- 
ment for patient care. 

One of the osteopathic colleges, 
The Philadelphia College of Os- 
teopathy, since 1955 has received 
some $100,000 annually from the 
state appropriations for instruction- 
al grants to medical institutions in 
the state, but these appropriations 
may not be used for construction 
purposes. The state is also provid- 
ing 1 million dollars for provision 
of a new teaching hospital for the 
college. 

In 1958 the six osteopathic col- 
leges spent 6.8 million dollars for 
basic operations, only 1.4 million 
dollars, or 21 percent of which 
came from tuition and fees. Gifts 
and grants and deficit financing 
supplied the rest. 

The profession recognizes a con- 
tinuing responsibility to the col- 
leges. During the past 14 years 
Doctors of Osteopathy have con- 
tributed some 7 million dollars to 
osteopathic education and research. 
Twenty-two state societies now 
contribute directly through a sup- 
port-through-dues program. In 
1959, the profession contributed 
over $796,000. Recently an anony- 
mous gift of $500,000 to endow and 
support a professorship at the 
Kirksville College of Osteopathy 
and Surgery was announced. 

Every effort is being made on 
the part of the colleges and the 
American Osteopathic Association 
to obtain funds from private 
sources for proper maintenance of 
these institutions for the training 
of physicians (D.O.). An example 
of the activity of the latter is pro- 
vided in the brochure entitled, “Fo- 

cus on Osteopathic Education,” 
copies of which have been fur- 


nished the members of this Sub- 
committee. 

In recommending a 10-year pro- 
gram of Federal grants on a match- 
ing basis for the construction of 
medical teaching facilities, the Sur- 

eon General's Consultant Group 
on Medical Education pointed out 
that only with such Federal stimu- 
lus will adequate funds become 
available for needed construction. 

There is abundant evidence of a 
catalytic effect of the availability 
of Federal matching funds. The 
Kirksville College of Osteopathy 
and Surgery was enabled to match 
Hill-Burton funds to build a new 
teaching hospital. The availability 
of Hill-Burton funds aided the 
Kansas City College of Osteopathy 
and Surgery in obtaining matching 
funds for construction of a diag- 
nostic and treatment facility, and 
assisted the College of Osteopathic 
Physicians and Surgeons at Los An- 
geles in obtaining matching funds 
for construction of a rehabilitation 
facility. More recently, the college 
at Los Angeles received an award 
under the Health Research Facili- 
ties Act for construction of a re- 
search facility, and the Chicago 
College of Osteopathy has received 
an award under that Act for pro- 
curement of research equipment. 

It should be pointed out that 
more osteopathic colleges would be 
able to participate in the program 
of the Health Research Facilities 
Act if matching funds could be 
made available for facilities used 
both for teaching and for research 
purposes. 

It appears that the definition of 
the term “health educational facili- 
ties” as “educational and related 
research facilities,” as that term is 
used in the proposed “Health Edu- 
cational Facilities Construction Act 
of 1959,” H.R. 6906, would enable 
grants for such combined purposes. 

H.R. 6906 would add a new Title 
VIII to the Public Health Service 
Act to authorize a 10-year program 
of grants for the construction of 
new and the improvement of ex- 

isting educational and research fa- 
cilities at duly accredited schools 
which provide training leading to 
the degree of doctor of medicine or 
osteopathy. 


The osteopathic colleges cannot 
adequately meet their needs for 
construction of teaching facilities 
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without additional assistance. Much 
of our teaching activities are in 
over-crowded and obsolescent 
buildings. We endorse the Report 
of the Surgeon General’s Consult- 
ant Group on Medical Education 
calling for Federal assistance for 
construction of such teaching facili- 
ties, and we favor enactment of 
H.R. 6906 for the purpose. 

According to the Surgeon Gen- 
eral’s Consultant Group, “there 
must be some 12,000 admissions to 
schools of medicine and osteopathy 
in 1971,” if the “minimum goal of 
11,000 physician graduates a year 
by 1975” is to be met. Two major 
programs were recommended: (1) 
Adequate expansion of teaching fa- 
cilities. H.R. 6906 is directed to 
that purpose. (2) Increase in funds 
available to make it possible to fi- 
nance a medical education. H.R. 
10255 and H.R. 11651 are calcu- 
lated to that end, since each would 
amend the Public Health Service 
Act to authorize a 10-year program 
of scholarships for able students 
in need of financial assistance to 
permit the student to complete a 
course of study leading to a degree 
of doctor of medicine or osteop- 
athy. 

The average cost of tuition and 
fees, room and board, and other 
school and living expenses to the 
student for four years of osteopath- 
ic college is about $10,000. The 
student has already spent from 
$5,500 to $7,000 on preprofessional 
college training. 

The American Osteopathic Asso- 
ciation student loan program makes 
low-interest loans of $750 or less to 
junior and senior students for re- 
payment after graduation. More 
than $300,000 in such loans is cur- 
rently outstanding. The Auxiliary 
to the American Osteopathic Asso- 
ciation offers freshmen students ten 
$1,000 scholarships each year. 
Some grants and loans are fur- 
nished by state and local societies. 
Pharmaceutical houses and other 
donors are offering increasing 
amounts for student assistance. The 
National Detense Education Act 
program is also helpful. But the 
demand for assistance far exceeds 
the supply. 

As I have already pointed out, 
1,417 applicants in 1959-1960 met 
minimum requirements for admis- 
sion, yet there were not enough 


acceptable applicants to fill the 
freshman capacity of 520. This 
was so because quality is and must 
remain the paramount considera- 
tion. Federal scholarship aid is 
needed to increase the pool of 
available superior students. 

We believe that either H.R. 
10255 or H.R. 11651 would serve 
the purpose. 

The requirement of state match- 
ing assistance and the necessary 
state legislation for the purpose 
could delay full implementation of 
the program under H.R. 10255. 

In that connection, I am remind- 
ed that two of the states signatory 
to the Southern Regional Educa- 
tion Compact had constitutional 
provisions which forbade the ap- 
propriation of funds to institutions 
of learning not owned or controlled 
by the states, which had to be 
amended to permit the states to 
participate in the program. Under 
the Compact, states which do not 
have schools in the authorized 
fields of assistance send their citi- 
zens to the member states which 
do. Similar compacts are the West- 
ern Interstate Commission for 
Higher Education and the New 
England Higher Education Com- 
pact. Under these compacts the 
students are relieved of out-of-state 
fees, but as stated in the 1956 
pamphlet of the Southern Regional 
Education Program, “the state ap- 
propriations are not in any sense 
scholarships.” 

I understand that at least 13 
states now have scholarship or 
loan programs for medical students. 
In the Alabama program, all schol- 
arships are to the University of 
Alabama Medical School. In New 
York, medical scholarships are re- 
stricted to residents of the State at 
medical schools within the State. 

The medical scholarships law of 
Florida expressly provides for at- 
tendance at out-of-state colleges of 
osteopathy, specifying that of the 
ten scholarships authorized to be 
awarded for the study of medicine 
leading to the attainment of the de- 
gree of doctor of medicine, the 
state board of health may award 
one “to a qualified person selected 
by such board in consultation with 


‘the state board of osteopathic med- 


ical examiners for the study of os- 
teopathic medicine in a fully ac- 
credited and approved college of 
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osteopathy conferring the degree 
of doctor of osteopathy and ac- 
credited and approved both by the 
American Osteopathic Association 
and the state board of osteopathic 
medical examiners,” permitting the 
“state board of health to send one 
deserving person each year to 
study osteopathic medicine, and to 
require that such student when 
graduated shall return to practice 
osteopathic medicine in some com- 
munity in Florida to be selected by 
the state board of health for at 
least 15 months for each year of 
scholarship aid he has received.” 
The pending bills authorize and 
contemplate that a resident of a 
state who is accepted or enrolled 
in a school which provides training 
leading to the degree of doctor of 
osteopathy and which is accredited 
by a body approved by the Sur- 
geon General shall be eligible to 
compete for scholarship award by 
the state commission of the partici- 
pating state as provided in H.R. 
10255 or by the Surgeon General 
as provided under H.R. 11651. 
Regarding the 10-year program 
of low-interest loans to interns as 
proposed under H.R. 11651, due to 
the long and expensive training 
which has preceded the period of 
internship and the nominal intern- 
stipend which the training hospital 
is able to pay, such a loan program 
should operate to relieve economic 


DEPARTMENT OF PUBLIC 


Bureau of Public Education on Health 


Attorney discusses problems 
of medical testimony 


> The following article, “Medical 
Testimony in the Courts,” will have 
particular interest for doctors 
whose practices include a volume 
of personal injury cases. It was 
presented by its author, G. C. A. 
Anderson, Baltimore, Maryland, at 
the annual meeting of the Ameri- 
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pressures and so promote the effec- 
tiveness of the traineeship, and 
lead to extension of the internship 
for additional periods. 

We hope for the enactment of 
the bill, H.R. 10341, which would 
amend the Public Health Service 
Act to authorize a program of insti- 
tutional research grants. The pro- 
gram would enable qualified insti- 
tutions, upon application approved 
by the National Advisory Health 
Council, to provide more stable 
career support for scientific inves- 
tigators and more initial support 
for promising young investigators, 
and to exercise more institutional 
over-all planning of research activi- 
ties. The research potential of our 
colleges has been advanced mate- 
rially by the research training 
grants and research project grants 
received from the National Insti- 
tutes of Health. 

Thank you very much, Mr. Rob- 
erts. If there are any questions 
that I can answer, I will be glad to 
try. 
Mr. Roberts: Thank you very 
much, Dr. Northup. The Chair ap- 
preciates your statement and, so 
far as I can tell, it seems to me that 
you go along pretty well with the 
same view as expressed here by 
the Association of American Medi- 
cal Colleges this morning. 

Dr. Northup: That is correct. 

Mr. Roberts: I would like to 
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can Bar Association last October. 
Mr. Anderson is a former president 
of the Maryland State Bar Associa- 
tion. 

The paper was published in the 
October issue of the Journal of the 
American Judicature Society, and, 
with the publisher’s permission, is 
reprinted here in its entirety. 


> The advent of the automobile, 
the enactment of Workmen’s Com- 


congratulate you on the statement, 
particularly in one aspect where 
you talk about the catalytic effect 
of the availability of Federal 
matching funds. 

I think that has been the expe- 
rience of this Subcommittee 
throughout the years, that, once 
the Federal government takes lead- 
ership in this field, usually private 
sources follow that leadership and, 
as a result, sometimes one Federal 
dollar may mean anywhere from 
four to six private dollars. 

I feel sure that same experience 
will be true in this particular field, 

I appreciate your appearance 
here and what you have added to 
the work of this Subcommittee. 

The gentleman from Nebraska. 

Mr. Brock: I have just one ques- 
tion, Mr. Chairman. 

What is the length of term that 
a student must attend an osteo- 
pathic college in order to be an 
osteopathic physician? 

Dr. Northup: Of course, he must 
have three years preprofessional 
training as was stated. Then he 
must attend 4 years in an osteo- 
pathic college. Then he must take 
his internship. Then if he wishes 
to go into a specialty practice he 
will then engage in a 3 to 5 year 
residency program in an approved 
residency. 

Mr. Brock: Thank you. 

Thank you, Mr. Chairman. 


pensation Acts, and similar legisla- 
tion have flooded the courts with 
personal injury cases. The value of 
these personal injury cases depends 
upon medical testimony. The 
plaintiffs lawyer seeks that medi- 
cal testimony which will produce a 
maximum verdict; the defendant's 
lawyer seeks that medical testimony 
which will produce a minimum 
verdict. 

Under these circumstances, it is 
inevitable that the doctor becomes 
a partisan along with the lawyer. 
The scope and importance of this 
testimony is self evident when it is 
estimated that “Seven out of ten 
personal injury cases are decided 


on medical considerations rather 


n legal.”” 
This for medical testi- 
mony has brought in its wake the 
so-called medical expert. This med- 
ical expert is not the attending 
physician. He is not employed to 
treat the patient, but to testify for 
the patient. The reason for his em- 
ployment is his value as a witness 
—not his skill as a physician. He is 
a paid partisan witness. As stated 
by David W. Peck, then Presiding 
Justice of the New York Supreme 
Court, Appellate Division, First 
Department: 


The system of presenting such testi- 
mony only through doctors retained by 
the parties and paid as medical mouth- 
pieces has given rise to serious abuses 
and created grave doubts as to whether 
courts and juries are receiving reliable 
guidance in a field where they are de- 
pendent on experts. The doctors re- 
tained by parties are obviously partisan. 
They are selected not for their medical 
qualifications or objectivity but principal- 
ly for their personality and manner of 
testifying, their jury appeal. When, as 
often happens, the medical views ex- 
pressed at the trial are as one-sided and 
far apart as the parties’ differences as to 
how the accident happened, the jury is 
left hopelessly confused.” 

These medical experts are divid- 
ed into two classes—plaintiffs’ ex- 
perts and defendants’ experts. 

The expert witness is personable 
and engaging. The jury is duly im- 
pressed by his manner and _ his 
background, and thoroughly con- 
fused when two such eminent ex- 
perts, representing opposing 
parties, seem to be talking about 
two different injuries, incurred by 
the same claimant in the same ac- 
cident. The jury's dilemma _ is 
summed up in a recent magazine 
article as follows: 

A large self-confident man enthrones 
himself in the witness chair. Yes, he is a 
doctor specializing in diseases of the 
heart; he has written books; he has lec- 
tured to a generation of medical students. 
His expert professional opinion echoes 
utmost conviction: The fall from the 
ladder damaged the man’s heart. 

Later a brisk, incisive witness for the 
defense, boasting equally impressive 
medical credentials, contradicts this con- 
clusion. “Impossible,” he says, “that a 
sound heart should be damaged by a 
blow that did not even raise a bruise.” 
He is positive that a man with a diseased 
heart climbed a ladder, suffered an at- 
tack and consequently fell. 

Neither doctor ever saw the deceased. 
Each was hired not for his skill as a 
physician but for his value as a witness. 
If either had reached a different conclu- 
sion, he would not have been called. 
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You could decide either way with equal 
justice—or lack of it.’ 


Extreme differences in expert 
opinion are a common incident of 
today’s trials. 


Expert opinions do not always diverge to 
the extent of 100%. But opinions express- 
ing differences as great as between 30% 
and 70%; 15% and 85%; or ‘substantial’ 
and ‘minimal’ are heard every day.‘ 


Nor can this consistent discrep- 
ancy be dismissed as mere errors in 
diagnosis. 


It seems to be a fact that the two op- 
posing medical experts quite often dis- 
agree sharply in their testimony concern- 
ing cause and consequence of the injury. 
Such disagreement could, theoretically, 
derive from two sources; some bias on 
the part of the examining physician or 
the inherent difficulties of accurate medi- 
cal diagnosis. This latter possibility, 
though, must be less important, since the 
divergence occurs invariably in the same 
direction—the defendant’s physician nev- 
er sees as serious a liability as his coun- 
terpart. . . . Whatever the reason for 
this divergence, the present situation, in 
which the divergence tends always in the 
direction of the party who pays the wit- 
ness, is deplorable and patently not in- 
tended by the law.’ 


The problem of the medical ex- 
pert was early recognized by both 
the legal profession »nd the medi- 
cal profession. 

In 1926, Judge Taft—later Mr. 


‘Chief Justice Taft—made certain 


suggestions with reference to law 
reform. One of the suggestions was 
the appointment of a court-appoint- 
ed expert, “which suggestion might 
conveniently be embodied in an 
Act of Congress.”¢ 


Model Act of 1937 * To meet this 
problem, the National Conference 
of Commissioners on Uniform State 
Laws approved the Model Expert 
Testimony Act in 1937 and in 1943 
redesignated it as a Model Act. 
The reason for this was summed 
up in a prefatory note which said: 

Parties consistently employ experts up- 
on the strength of their bias, which may 
range from a professional prejudice to 
naked perjury. 

There can be no doubt of the need 
for expert testimony. The problem is how 
to eliminate the evils of bias and parti- 
sanship which shape it." 

Section (1) of this Act empow- 
ered the Court to appoint expert 
witnesses whenever “the Court 
deems expert evidence is desir- 
able.”® 

The reasons for the act are even 


more valid today, even though the 
act itself seems antiquated in this 
day of discovery procedures, pre- 
trial conferences, and other proce- 
dures designed to change a trial 
from a sporting event to an ac- 
curate appraisal of the facts in- 
volved in a legal controversy. 


Expert Medical Testimony Plans 
In furtherance of the intent and 
spirit of this act, and as a result of 
the dissatisfaction with, and inac- 
curate nature of, medical testimony 
in personal injury cases, two well 
integrated plans have been devel- 
oped to cope with this problem. 

One plan is usually designated 
as the New York Plan, the other, 
the. Minnesota Plan. Both plans 
seek the same results but approach 
the problem by different methods. 

The Minnesota Plan is predicat- 
ed on disciplinary action after the 
fact. The New York Plan seeks to 
insure impartial testimony before 
the fact. The New York Plan is 
often associated with the so-called 
Baltimore Plan. 


Minnesota Plan * The Minnesota 
Plan was outlined by Dr. Ernest 
M. Hammes, Chairman, Medical 
Testimony Committee, Minnesota 
State Bar Association, at a regional 
meeting of the American Bar As- 
sociation held in Baltimore in 
1956.° 

It is primarily a plan whereby 
charges may be brought against a 
physician for alleged biased or im- 
proper testimony after the testi- 
mony has been given and the case 
tried. These charges are heard by 
a panel of doctors. If the panel 
finds that biased or improper medi- 
cal testimony has been given, the 
testimony is discussed with the of- 
fending doctor by a member of the 
board. The panel does not have 
the power of revocation but in ex- 
treme cases can send the matter to 
the State Board of Medical Exam- 
iners. 

The plan was initiated in 1940 
and has been followed by the Illi- 
nois State Medical Society, the 
Chicago Medical Society, and the 
Harris County Medical Society 
(Texas). In addition, the Louisiana 
State Medical Society and the Wis- 
consin Medical Society have 
worked with their state bar asso- 
ciations in connection with the re- 
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view of medicolegal testimony. In 
the State of Washington, the Medi- 
cal Disciplinary Board Act pro- 
vides for the review of medical tes- 
timony by the disciplinary board.” 

As of the date of Dr. Hammes’ 
paper only one case had been for- 
warded to the State Board of Med- 
ical Examiners, but in a number of 
cases, the medical testimony of 
physicians has been discussed with 
members of the panel. Although 
the plan has received widespread 
publicity, it has not been success- 
ful. Interest in the last few years 
has shifted from the Minnesota 
Plan to the New York Plan. 


New York Plan * A program is now 
in operation. Originally sponsored 
by the justices of the Supreme 
Court for the County of New York, 
the Association of the Bar of the 
City of New York, New York 
County Lawyers Association, New 
York Academy of Medicine and 
New York County Medical Society, 
this program obtained a grant of 
$40,000 from the Alfred P. Sloan 
Foundation and the Ford Motor 
Company Fund. The New York 
Law Journal in giving the reasons 
for the plan stated: 


The project is prompted by the dis- 
satisfaction of the Supreme Court Jus- 
tices with the conflicting medical testi- 
mony which is given by the experts re- 
tained by the parties and the need for 
having medical examinations and reports 
a are both authoritative and impar- 
tial. 

Because of their distaste for hiring 
themselves out as partisan experts, and 
because of the time which a court ap- 
pearance consumes, many of the best 
qualified doctors have tended to stay 
clear of involvement in litigation. But 
leading medical men have indicated their 
willingness to respond to a call from the 
court and to aid in the administration 
of justice as impartial experts.” 


Under this program sponsored 
by the courts, the medical profes- 
sion and the bar, there was estab- 
lished: 


. .. a panel of independent experts, of 
the highest standing, who would be avail- 
able to respond to a call from the court 
for truly expert and objective medical 
findings on conflicting medical claims. 
The stated requirements for panel mem- 
bership were that the doctors should be 
top authorities in their branches of medi- 
cine and men who were not previously 
identified particularly with the plaintiff's 
or defendant’s side of personal injury liti- 
gation. The responsibility of selecting the 
members of the panel was delegated to a 
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joint committee of the New York Acad- 
emy of Medicine and the New York 
County Medical Society.” 


A panel of doctors was selected, 


and the Appellate Division promul- 
gated a special rule effective De- 
cember 1, 

The rule is only evoked when 
there is a sharp dispute as to the 
nature and extent of the plaintiff's 
injuries, and it appears to the 
judge that a report by an impartial 
medical expert would be helpful. 
This dispute invariably appears in 
pre-trial conferences. Arrange- 
ments are made to have the plain- 
tiff examined, and copies of the 
doctor’s report are forwarded to 
the attorneys for all parties and to 
the court. The matter is then dis- 
cussed at a subsequent pre-trial 
conference. 

Although cases involving impar- 
tial experts are hard core cases, 
cases that the regular pre-trial pro- 
cedure had failed to settle and if 
tried would take longer than the 
ordinary case to try, former Presid- 
ing Justice of the Appellate Divi- 
sion, David W. Peck in reporting 
on the effect of the rule said: 


Approximately 575 cases have gone 
through the New York referral procedure. 
Settlements at a pre-trial stage, attributa- 
ble to the panel procedure, were made in 
330 cases. Settlements during trial were 
made in another 62 cases, while 68 cases 
were tried to completion. There remain 
115 cases awaiting trial or other disposi- 
tion. It may fairly be assumed that at 
least half of those cases will still be set- 
tled, bringing the total number settled 
to 75 per cent of the number of cases re- 
ferred.“ 


This, of course, might have been 
anticipated, since use of the rule 
dissipates and minimizes the dis- 
agreement over the nature and ex- 
tent of the injuries." 

He further pointed out that the 
testimony of impartial experts has 
been accepted by both plaintiffs’ 
and defendants’ attorneys. In cases 
where impartial experts have testi- 
fied, they were called by the plain- 
tiff in 35 cases, by the defendant in 
39 cases and by the court in only 
one case.*® 

This plan has proven so success- 
ful that it is no longer supported by 
a grant but is supported by public 
funds. 


Baltimore Plan « The creation of 
the Baltimore Plan, unlike the New 


York Plan, was accidental. The 
president of the Baltimore City Bar 
Association and the president of 
the Maryland State Bar Association 
appointed three identical commit- 
tees, with identical members on 
each committee, to consider the 
mutual problems of doctors and 
lawyers. 

The Medical and Chirurgical 
Faculty of the State of Maryland 
was then contacted. The Medical 
and Chirurgical Faculty of the 
State of Maryland represents prac- 
tically all the doctors in Maryland. 

These committees held sympo- 
siums on subjects that were of in- 
terest to both lawyers and doctors 
as well as the public. At the second 
symposium entitled “The Doctor in 
Court—Expert Medical Testi- 
mony,”** Dr. Conrad Wolfe, Pro- 
fessor of Medicine at the Univer- 
sity of Maryland and a member of 
the Occupational Disease Board of 
the State of Maryland, suggested 
that the Medical and -Chirurgical 
Faculty prepare a panel of impar- 
tial experts for use in judicial pro- 
ceedings. He further stated that it 
was the civic duty of physicians to 
serve on this panel. 

Immediately following this sug- 
gestion, one of the joint commit- 
tees of doctors and lawyers began 


- working on such a plan. It was first 


believed that special legislation 
would be necessary to put such a 
plan into effect. After further study, 
the committee decided that no stat- 
ute was necessary, and that Dis- 
covery Rule 420 contained the nec- 
essary power to put the plan into 
operation. The rule is similar to 
Rule 35 of the Federal Rules of 
Civil Procedure. This rule pro- 
vides: 


Whenever the mental or physical condi- 
tion of a party is material to any matter 
involved in any proceeding, the Court 
may, upon motion by any party and no- 
tice to all other parties, for good cause 
shown, order such party to submit to a 
mental or physical examination by a phy- 
sician or physicians. The order (1) shall 
specify the time, place, manner, condi- 
tions and scope of the examination and 
the person or persons by whom it is to 
be made and (2) may regulate the filing 
of a report of the findings and conclu- 
sions and the testimony at the trial by 
the examining physician or physicians, 
the payment of the expenses of the ex- 
amination and any other relevant mat- 
ters.” 


There is nothing so new and 
revolutionary about this rule and 


its application to the appointment 
of a court-appointed expert. The 
rule had its foundation in Mary- 
land case law. As early as the case 
of United Railways and Electric 
Co. v. Cloman, 107 Md. 681 
(1908), the right of the court to 
order a physical examination of a 
claimant was recognized. The rule 
itself was specifically upheld in 
Purdum v. Lilly, 182 Md. 612 


(1944).?° 


Outstanding Specialists Serve on 
Panel * Next came the creation of 
a panel of experts. This was done 
by the Medical and Chirurgical 
Faculty. The panel is divided into 
twenty-one specialized sections, 
such as anesthetics, blood, cancer, 
cardiology, etc., with three doctors 
in each section. Every effort was 
made to obtain the most outstand- 
ing specialists for each section. 

The judge who desires an expert 
calls the executive secretary of the 
faculty, explains the medical prob- 
lem involved and is given the 
names of the three specialists in 
the appropriate section. 

The lawyers in the case are asked 
to agree upon one name. If they 
cannot agree upon one name, the 
court chooses the particular spe- 
cialist who will be used from the 
three names given him. 

Under the rule, the complete re- 
ports of the court appointed ex- 
perts are delivered to the court and 
counsel for both sides sufficiently 
before trial so that both sides can 
study them and take any necessary 
action. 

The question of costs for services 
rendered by panel members was a 
matter of some difficulty. It was 
determined that the question of 
costs should rest in the sound dis- 
cretion of the court. The court may 
demand costs in advance or tax the 
same after the case is over. 

The objections to the plan were— 
it would be used in small damage 
suits and unnecessarily delay and 
complicate these cases, it would re- 
strict the right of cross examina- 
tion of the court-appointed expert, 
and it would withdraw the medical 
issues from the realm of adversary 
proceedings. In answer, it can be 
pointed out that on the contrary 
the plan is for use in big cases 
where great divergence in medicai 
testimony is expected. Under the 
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plan, the court-appointed expert is 
subject to cross examination to the 
same extent as any medical wit- 
ness. If anything, the plan should 
improve the adversary system by 
enabling the triers of fact to weigh 


more intelligently the evidence be- - 


fore them. 

Even though the plan was not 
immediately known or understood 
and has not yet been accepted by 
the state or city bar associations, its 
existence and use has facilitated 
the settlement of cases. In fact, in 
the last few years there has been a 
gradual increase in its use and a 
rather definite increase within the 
last year. 


Further Development ¢ In addition 
to the Minnesota, New York and 
Baltimore City Plans, the Califor- 
nia Code of Civil Procedure Sec- 
tion 1871 provides for the appoint- 
ment of an expert whenever it shall 
appear that “expert evidence is, or 
will be required by the court.” Aft- 
er a three year study of the Su- 
perior, Municipal and _ Justice 
Courts of Los Angeles County, the 
Holbrook Survey, sponsored by the 
American Bar Association, recom- 
mended: 


For a period of at least one year, the Su- 
perior Court should experiment with the 
use of impartial expert medical testimony 
as a regular program in personal injury 
cases, and the results thereof should be 
carefully studied and evaluated.” 


Even though the medical associ- 
ation has supplied the courts of Los 
Angeles County with panels of 
physicians in the various medical 
specialties to be used in accord- 
ance with Section 1871, the courts 
because of a lack of funds have 
not made use of their powers 
under this section; however, the 
California legislature in its last ses- 
sion authorized the payment by the 
county of court-appointed experts 
in Los Angeles county upon the 
approval by the county board of 
supervisors. Although the board 
has not acted, it is expected that 
the board will soon give its ap- 
proval. 

In the Eastern District of Penn- 
sylvania, the United States District 
Court on June 2, 1958, adopted a 
rule in personal injury cases pro- 
viding for the use of impartial med- 
ical experts whenever their use 
would aid the court in the just de- 


termination of the case. Under the 


rule, the doctors are appointed by ~ 


the court from a panel designated 
by the Medical Society of Penn- 
sylvania. 

The rule was immediately at- 
tacked on constitutional grounds, 
but was upheld as within the pow- 
er of the district court by the Unit- 
ed States Court of Appeals. Fur- 
ther appeal was denied by the 
Supreme Court when it refused to 
grant certiorari.” Although a de- 
nial of certiorari is not a decision 
on the merits, the Supreme Court's 
failure to rule on this important is- 
sue along with the decision of the 
Court of Appeals approving the 
rule indicates that at least the fed- 
eral courts have the power by rule 
of court to use court-appointed ex- 


After considering the matter for 
several years, the American Bar 
Association’s House of Delegates 
adopted the following resolution of 
the Section of Judicial Administra- 
tion at its 1957 annual meeting: 


RESOLVED, That the American Bar 
Association adopt a national program, to 
be implemented at the local level, of 
fostering the creation and employment of 
panels of impartial medical experts, un- 
der court aegis, in the pre-trial consid- 
eration and trial of personal injury cases 
especially in those communities where 
there is a sufficient number of qualified 
doctors available to constitute a panel; 

That the panel be selected by profes- 
sional bodies on the basis of professional 
qualifications; 

That the panel be employed at the 
pre-trial and trial stage of such cases.” 


Benefits of Court-Appointed Medi- 
cal Expert System * The resolution 
was based upon the Section of Ju- 
dicial Administration’s findings that 
the system of court-appointed 
medical experts have the following 
beneficial results: 

1. It improves the process of finding 
the medical facts, vastly increasing the 
likelihood of reaching the right result. 

2. It serves to relieve court congestion 
by bringing about the settlement of many 
cases which would otherwise have to be 
tried and which by their nature would 
entail lengthy trials. 

3. It has a prophylactic effect upon the 
formulation and presentation of medical 
testimony in court. 

4. The modest cost involved in the 
payment of independent experts is a 
positive economy in effecting a large sav- 
ing in court operations.” 


Opposition to the plan seems to 
stem primarily from plaintiffs’ at- 
torneys.”* This opposition is clearly 
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set forth by Mr. Emile Z. Berman*® 
and Mr. Harry Gair,”* in a panel 
discussion conducted by the Insur- 
ance Section of the American Bar 
Association, and by Mr. Paul Ber- 
man*’ in a discussion on this sub- 
ject at the 27th Judicial Conference 
of the Fourth Circuit at Asheville 
on July 8, 1957. 

This opposition is 
based on two premises— 

(a) That a trial is an adversary 
proceeding; that a court-appointed 
expert removes the trial from ad- 
versary proceedings into the realm 
of an administrative proceeding de- 
termined by the testimony of court- 
appointed specialists; “that it is the 
abolition of jury trials in personal 
injury litigation”;?* and 

(b) That medicine is not an ex- 
act science; that a court-appointed 
doctor can be as wrong as any 
other doctor; that this is particular- 
ly true in certain fields of medicine 
wherein there is a strong diversity 
of opinion among the doctors them- 
selves. 

It should be noted that Mr. 
Emile Berman, and, to some limit- 
ed extent, Mr. Gair, in the panel 
discussion before the Insurance 
Section, concede the fact that the 
use of a court-appointed expert is 
helpful in pre-trial proceedings and 
may be helpful in the final disposi- 
tion and settlement of cases. Mr. 
Gair states: 


primarily 


I agree with Mr. Berman that it has its 
place as part of a pre-trial procedure in 
mediating between antagonistic claim- 
ants. The opinion of a third impartial 


1. Small, Law Schools need to be given a 
Shot of Medicine, 41 A.B.A.J. 693 (1955); 
Peck, Court Organization and Procedure To 
Meet the Need of Modern Society, 33 Ind. L.J. 
15 (1958). 

2. Peck, A Successful New Plan: Impartial 
Medical Testimony, 42 A.B.A.J. 931 (1956). 

3. Reader’s Digest, November 1956, p. 134. 

4. Niles, 29 Del. S. Medical Ass’n. 247 
(1957). 

5. Zeisel, Book Review, 8 Stan. L. R. 735 
(1956). 

6. Report of Standing Committee on Juris- 
prudence and Law Reform, 51 A.B.A.Rep. 435- 
441 at 437 (1926). 

7. 9 U.L.A. Misc. Act 429-439; See pps. 
429-430 for discussion. 

8. A similar provision is found in rule 403 
Model Code of Evidence p. 202 (1942); See 
also: Fed. R. Civ. p. 35 (a); Compilation of 


Cases and Statutes, 63 Yale L.J. 1023 (1954). 


9. The Daily Record (Baltimore), May 18, 


1957. 


10. American Medical Association Journal, 
p. 1334, 
11, New York Law Journal, November 25, 


1952. 


specialist would be a powerful adjunct 
toward compromising the conflict.” 


Mr. Berman would seem to indi- 
cate that the use and value of a 
court-appointed expert varies with 
the medical problem involved. 
Some medical problems may be 
subject to greater certainty in med- 
ical findings and diagnosis than 
others. The greater the certainty 
in medical findings, the greater the 
value of court-appointed experts— 
the less the certainty in medical 
findings, the less the value of the 
court-appointed expert. 


I believe it justifiable to state that the 
problem of x-ray interpretation may read- 
ily yield in the quest for certainty by 
reason of the development of roentgenol- 
ogy as a specialty. Through proven tech- 
niques and the fairly concise field that it 
occupies, it is probable that orthopedic 
problems, being in a large measure me- 
chanic, may readily lend themselves to a 
fair and accurate diagnosis and evalua- 
tion from a highly competent and disin- 
terested expert. But then here the legiti- 
mate area of disagreement may well be 
foreseen.” 


Both feel strongly that medical 
experts should not be appointed by 
the court in a case in which there 
is a recognized division of medical 
opinion. 

Mr. Berman: 


I think medicine itself recognizes that 
there are fields of medical thinking where 
there are recognized divisions of opinion. 
It is my view that minimally the medical 
societies should delineate and define the 
area of conflicting schools of medical 
thought. In these controversial fields of 
medical thinking no case should be sent 
to the panel for any purpose, whether 
pre-trial or trial.™ 


12. Peck, Impartial Medical Testimony, 22 
F.R.D. 23 (1959). 

13. In any personal injury case in which, 
prior to the trial thereof, a justice shall be of 
the opinion that an examination of the injured 
person and a report thereon by an impartial 
medical expert would be of material aid to the 
just determination of the case he may, after 
consultation with counsel for the respective 
parties, order such examination and _ report, 
without cost to the parties, through the Medi- 
cal Report Office of the Supreme Court, New 
York County. The examination will be made 
by a member of a panel of examining physi- 
cians designated for their particular qualifica- 
tions by the New York Academy of Medicine 
and New York County Medical Society. Copies 
of the report of the examining physician will 
be made available by the clerk of the Medical 
Report Office to all parties, New York County 
Supreme Court Rules, 22 F.R.D. 24 (1959). 

14. Peck, Supra note 12, at 24. 

15. Impartial Medical Testimony, by Asso- 


ciation of the Bar of the City of New York, 
New York. Macmillan Company, 1954 ix and 


188 pps. See pages 28-35 for discussion. 
16. Peck, Supra note 12, at 25. 


17. The Doctor in Court—Expert Medical 


Testimony, 13 Maryland L.R. 283-323 (1953). 


In discussing this phase of the 
matter, a special committee of the 
Association of the Bar of the City 
of New York stated: 


This point of view overlooks several im- 
portant facts. First, while it is true that 
there are many areas of medicine where 
the knowledge of doctors is sketchy and 
uncertain, there are also many areas of 
certainty where competent doctors do not 
disagree. If the diagnosis of an injury is 
certain, that fact should be made known 
to the jury. If it is uncertain and doubt- 
ful in view of the limitations of medical 
knowledge, that fact is more likely to be 
admitted on the witness stand by a doc- 
tor who is truly expert and truly impar- 
tial than by a partisan doctor.” 


In considering this opposition to 
the plan, it should be noted that 
discovery proceedings and right to 
take depositions with practically no 
limit on the scope of the inquiry 
also remove a case to some extent 
from an adversary proceeding. The 
plan is essentially a further exten- 
sion of discovery proceedings. 

The use of a court-appointed ex- 
pert does not remove the proceed- 
ings from adversary proceedings 
but adds an additional skill or aid 
to the court in its fact-finding func- 
tion in adversary proceedings. It 
enables the court and the jury to 
more accurately evaluate the facts 
in these proceedings. 

It is believed the plan should at 
least be tried. If it proves of no 
value, it can be dropped. If it 
needs amendment, amendment can 
be made. If it proves of real value, 
then an addition has been made to 
the trial of the hard personal injury 
cases, 


18. Rule 420, Maryland Rules of Procedure, 
9 Maryland Anno. Code (1957 Ed.). 

19. For other Maryland cases see: Scheffler 
v. Lee, 126 Md. 373 (1915); Brown v. Hutz- 
ler, 152 Md. 39 (1927). 

20. Fussel, The Holbrook Report 55 (Au- 
gust 1951). 

21. Hankerson v. Van Dusen, 3 L. Ed. 2d. 
628, 79 S. Ct. 608 (1959). 

22. 82 A.B.A.Rep. 184 (1957). 

23. Mimeographed report of Committee on 
Impartial Medical Testimony, Section of Judi- 
cial Administration page 4 (August 1956), 
Findings published 22 F.R.D. 26 (1959). 

24, Editorial, 20 NACCA L.J. 25-31; Ed- 
ward S. Levy, Paper before regional medicolegal 
meeting sponsored by the A.M.A., Washington, 
D.C., March 21, 1959. 

25. Proceedings Section of Insurance (Panel 
Discussion) 293 (1956). 

26. Ibid at 299. 

27. Berman, Daily Record (Baltimore), June 
22, 1956. 

28. Berman, Daily Record (Baltimore), June 

22, 1957. 
29. Supra note 25, at 299. 
30. Supra note 25, at 295. 
31. Supra note 25, at 298. 
32. Supra note 15, at 33. 
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DEPINAR 


Chemistry * Depinar is a brand of 
repository vitamin B,, (cyanoco- 
balamin), complexed with zinc and 
tannic acid, and prepared for in- 
tramuscular injection. The prep- 
aration combines a slowly dissolv- 
ing form of vitamin B,. with an 
adequate amount of the free vita- 
min to provide immediate and pro- 
longed effects. 


Pharmacodynamics ¢ After injec- 
tion of Depinar a prompt elevation 
in serum vitamin B,, occurs and 
reaches a peak in about 8 days, 
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with some elevation persisting as 
long as 28 days. The elevation can 
be maintained without excessive 
loss of the vitamin through urinary 
excretion. 


Absorption; fate; excretion ¢ In 
contrast to the usual B,. prepara- 
tions, urinary excretion of Depinar 
is delayed; no vitamin B,, is found 
in the urine during the first 24 
hours, and only a trace thereafter. 


Toxicology * No side effects or 
toxic reactions have been noted 
with the use of Depinar according 
to prescribed methods. 


Indications ¢ Depinar is indicated 
in the treatment of pernicious ane- 
mia, tropical and nontropical sprue, 
and in the macrocytic and megalo- 
blastic anemias, as well as such 
ailments as anorexia and apathy, 
bursitis, hepatitis, alcoholic de- 
lirium, and neuritis. It is useful in 
geriatric cases, improving appetite, 
preventing and treating fatigue, 
and possibly preventing cerebral 
deterioration. It is also useful in 
the routine management of altered 
nutritional needs in pregnancy. 


physician about new drug products and medical os agg made avail- — 


by ethical manufac- 


Contraindications * There are no 
known contraindications to the use 
of Depinar, either independently 
or as an adjunct to other treat- 
ments. 


Dosage schedule * Depinar is in- 
jected intramuscularly, preferably 
in the gluteus maximus. The av- 
erage dose is 1 cc. (equivalent to 
500 mcg. vitamin B,.) every 2 
weeks. According to the individual 
case, however, the dosage may vary 
from 0.5 cc. every 1 or 2 weeks to 
1 cc. weekly. Suggested mainte- 
nance dose is 1 cc. monthly. 


How supplied ¢ In 5-cc. multiple- 
dose vials each containing 2,500 
mcg. vitamin B,, in repository 
form. Each package contains 1 vial 
of lyophilized Depinar and 1 vial 
of Depinar Diluent (sodium chlo- 
ride injection, U.S.P.). 


Manufacturer * Armour Pharma- 
ceutical Company, Chicago 90, II- 
linois. 


References ¢* Kimball, H. E., 
Southwest. Med. Mag. 40: Dec. 
1959. Thompson, R. E., and 
Hecht, R. A., Am. J. Clin. Nutri- 
tion 7:311-317, 1959. 
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MYSOLINE,® 50-MG. TABLET 


Chemistry * Mysoline is a brand 
of primidone, now available in 50- 
mg. tablets to facilitate dosage ad- 
justment in selected cases of grand 
mal and psychomotor attacks. 


Pharmacodynamics ¢ Mysoline is 


an effective anticonvulsant with a 
wide margin of safety. Extensive 
clinical studies have established its 
value in the treatment of epilepsy, 
particularly in the control of grand 
mal and psychomotor attacks. The 
drug is a pyrimidine derivative 
structurally resembling phenobar- 
bital but with different chemical 
and pharmacologic properties. Its 
maximum effect is reached between 
3 and 6 hours after a single oral 
dose. 


Absorption; fate; excretion °¢ 
Mysoline is rapidly absorbed, the 
maximum blood level being at- 
tained in 1 hour. Studies in experi- 
mental animals indicate that both 
the liver and kidney are important 
for the breakdown and elimination 
of Mysoline, in contrast to pheno- 
barbital which involves the liver 


principally. 


Toxicology * Acute and chronic 
toxicity studies in animals have 
shown Mysoline to be of relatively 
low toxicity; the therapeutic ratio 
was found to be at least 50:1. Phe- 
nobarbital was 20 times as neuro- 
toxic as Mysoline. Clinically, no 
serious irreversible toxic reactions 
have been observed. The occasion- 
al appearance of megaloblastic 
anemia is readily reversible by folic 
acid therapy. Side reactions are 
usually mild and transient, tending 
to disappear with continued ther- 
apy or adjustment in dosage. The 
most commonly reported side ef- 
fects are drowsiness, ataxia, verti- 
go, anorexia, irritability, general 
malaise, nausea, and vomiting. 


Indications * Mysoline is indicat- 
ed for the control of grand mal and 
psychomotor seizures. 


Precautions * As with any drug 
used over prolonged periods, it is 
recommended that routine labora- 
tory studies be made at regular in- 
tervals. 


Dosage schedule * The new small- 
potency 50-mg. Mysoline tablet 
may be of particular value in se- 


lected cases for initiation therapy, 
notably in children and in cases 
where drowsiness is a complica- 
tion; for combination and transfer 
therapy where small upward and 
downward adjustment of dosage 
may be necessary; also as addition- 
al support in times of stress. The 
usual dosage with the 50-mg. tab- 
let, for either adults or children, is 
1 tablet daily, increasing as tolerat- 
ed and as required. When the daily 
dosage exceeds 200 mg. (4 tablets), 
the regular 250-mg. tablet is sug- 
gested. The suggested dosage with 
the 250-mg. tablet, for adults and 
for children over 8 years old, is 1 
tablet daily, preferably at bedtime, 
for 1 week. The dosage is in- 
creased by 1 tablet weekly until 
control is established. A dosage ex- 
ceeding 2 grams daily is not recom- 
mended. For children under 8, the 
dosage starts with one-half tablet 
(125 mg.) daily, increasing by one- 
half tablet weekly until control is 
achieved. If a smaller starting dose 
is required, the 50-mg. tablet 
should be used. 

Note: In patients already on 
other anticonvulsant therapy, My- 
soline is gradually added to the 
regimen while the dosage of other 


drugs is gradually reduced. When 
therapy with Mysoline alone is the 
objective, the transition should be 
carried out over a period of at 
least 2 weeks. 


How supplied ¢ Mysoline 50-mg. 
tablet, No. 3431, scored tablets in 
bottles of 100 and 500. Mysoline 
regular tablet, No. 3430, 250-mg. 
scored tablets in bottles of 100 and 
1,000. Mysoline suspension, No. 
3850, 250 mg. per 5 cc. (teaspoon- 
ful), bottles of 8 fluid ounces. 


Manufacturer * Ayerst Laborato- 
ries, New York 16, New York. 
(Mysoline is available in the Unit- 
ed States by arrangement with Im- 
perial Chemical Industries, Ltd.) 


References * Bogue, J. Y., and 
Carrington, H. C., Brit. J. Pharma- 
col. 8:230, 1953. Swinyard, E. A., 
Tedeschi, D. H., and Goodman, L. 
S., J. Am. Pharm. A. (Scient. Ed.) 
43:114, 1954. Bogue, J. Y., present- 
ed before Third Internat. Cong. 
Electroencephalog. and Clin. Neu- 
rophysiol., Boston, August 1953. 
Lambert, N. H., Vet. Rec. 6:123, 
1953. 
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PERIDIAL ™ 


Chemistry ¢ Peridial is a brand of 
peritoneal dialysing solution in two 
forms, one containing 1.5 per cent 
dextrose and the other containing 
7.0 per cent dextrose. Each 100 cc. 
of solution provides electrolytes in 
the following amounts: sodium 
chloride 0.565 gram, calcium chlo- 
ride 0.0294 gram, magnesium chlo- 
ride hexahydrate 0.0153 gram, so- 
dium lactate, anhydrous 0.488 
gram, dextrose 1.5 grams or 7.0 
grams; sodium bisulfite added 0.006 
per cent or 0.0104 per cent; pH ad- 
justed to 5.6 with lactic acid. 


Pharmacodynamics The im- 
proved technic for peritoneal dialy- 
sis uses the peritoneal lining as a 
dialyzing membrane, and dialyza- 
ble wastes or excess electrolytes 
are passed out of the plasma into 
the Peridial solution and removed 
through an abdominal catheter. 
The newly developed closed sys- 
tem of infusion and drainage, and 
the carefully formulated electro- 
lyte composition of Peridial, have 
greatly reduced the complications 
of earlier methods, such as _peri- 
tonitis, drainage difficulties, and 
electrolyte imbalances. 


Toxicology * Incorrect use of the 
method may result in edema, hypo- 
volemia or hypervolemia, and de- 
hydration; if this happens, electro- 
lyte and fluid balance should be 
restored according to the patient’s 
needs, 


Indications ¢ Intermittent perito- 
neal lavage is indicated when con- 
servative therapy fails to maintain 
normal or tolerable physiologic 
function in the patient with acute 
renal failure. Notable reasons for 
its use are hyperpotassemia and 
marked overhydration, particularly 
pulmonary edema. Hemodialysis 
has been used successfully in bar- 
biturate poisoning and poisoning 
by other systemic dialysable agents 
(bromide salicylate glutethimide). 
Use of Peridial for chronic renal 
disease is at the discretion of the 


physician; however, instances have 
been reported in which apparently 
irreversible renal disease proved to 
be at least partially reversible fol- 
lowing dialysis. 


Contraindications ¢ Infection of 
the peritoneal cavity is an absolute 
contraindication to peritoneal dialy- 
sis; recent or extensive abdominal 
surgery is a relative contraindica- 
tion. Although the procedure for 
intermittent peritoneal dialysis is 
relatively simple, it is advisable to 
arrange for the usual signed per- 
mission for a surgical operation. 


Dosage schedule * Two liters of 
irrigating fluid are introduced in- 
to the peritoneal cavity with each 
exchange. A liter or less may be 
sufficient for a small child. The 
Peridial administration set is ar- 
ranged for the administration of 2 
liters. A dialysis usually requires 
from 20 to 25 exchanges (i.e., 40 to 
50 liters of Peridial) and takes from 
12 to 36 hours. 


How supplied ¢ Peridial with 1.5 
per cent dextrose, 1,000 cc.; Peridial 
with 7 per cent dextrose, 1,000 cc. 


Manufacturer Cutter Laborato- 
ries, Berkeley, California, 
Chattanooga, Tennessee. 


and 


References ¢ Maxwell, N. H., and 
others, J. Am. M. A. 170:917-924, 
1959. Doolan, P. D., and others, 
Am. J. Med. 26:831-844, 1959. 
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COMBISTIX ® 


Description * Combistix Reagent 
Strips have been designed for the 
simultaneous colorimetric determi- 
nation of urinary protein, glucose, 
and pH. The simple, 10-second, 
dip-and-read test makes use of the 
principle of the “protein error of 
indicators” for the detection of pro- 
tein, the enzyme reactions for the 
detection of glucose, and two indi- 
cators selected for their ability to 
span the urine pH range. The pro- 
tein test area of the paper strip is 
the yellow (tip) portion, ‘contain- 
ing tetrabromphenol blue, citrate 
buffer, and a_ protein-adsorbing 
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agent. The glucose test area is the 
red (second) portion of the strip, 
containing glucose oxidase, ortho- 
tolidin, and a substance which 
catalyzes the reaction of peroxide 
and orthotolidin. The pH test area 
is the orange (third) portion; the 
indicators are methyl red and 
bromthymol blue. Water-impervi- 
ous barriers separate the three test 
areas from each other. The test is 
performed by dipping the impreg- 
nated end of the strip into a urine 
sample and comparing each of the 
three test portions of the strip with 
the corresponding standardized 
color chart which provides points 
of reference for consistent record- 
ing. Investigators have reported 


that all three tests are accurate and 
reliable as compared with other 
laboratory methods. 


Indications * Combistix is ideal for 
rapid testing of all patients in the 
office and for use by the laboratory 
in routine urinalysis. 


How supplied * Combistix Re- 
agent Strips, bottles of 125. 


Manufacturer * Ames Company, 
Inc., Elkhart, Indiana. 


Reference ¢ Fetter, M. C., Rebar, 
J., and Metzler, I., Am. J. Med. 
Technol., Nov.-Dec. 1959, pp. 401- 
A07. 
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Chemistry * Ser-Ap-Es combina- 
tion tablets contain Serpasil (re- 
serpine) 0.1 mg., Apresoline hy- 
drochloride (hydralazine hydro- 
chloride) 25 mg., and Esidrix 
(hydrochlorothiazide) 15 mg. 


Pharmacodynamics ¢ Serpasil is a 
pure crystalline alkaloid of rau- 
wolfia which exerts gradual and 


sustained antihypertensive effect as 
well as calming and heart-slowing 
effects; it is generally well tolerated 
and especially useful in mild essen- 
tial hypertension. Apresoline is the 
only therapeutically acceptable 
agent which can increase renal 
blood flow while reducing blood 
pressure; it also tends to produce 
relaxation of cerebral vascular tone 
without reducing cerebral blood 
flow in hypertensive patients. The 
action of Apresoline is largely cen- 
tral and involves no sedative com- 
ponent; it has an inhibitory influ- 
ence against the pressor actions of 
angiotonin (hypertension), sero- 
tonin, pherentasin, and possibly 
other endogenous factors implicat- 
ed in the causation of hypertension. 
Esidrix is reported to be the most 
effective oral diuretic known, 10 to 
15 times as active as chlorothiazide, 
and to have a therapeutic efficacy 
comparable to parenterally admin- 
istered mercurials. It is also useful 
as an antihypertensive agent, alone 
or in combination with other drugs. 
Esidrix potentiates the effects of 
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Serpasil and other rauwolfia de- 
rivatives, Singoserp, Apresoline, the 
veratrum alkaloids and ganglionic 
blockers, as well as enhancing the 
antihypertensive effects of surgical 
sympathectomy. The combination 
of the three agents in Ser-Ap-Es 
has an antihypertensive activity 
greater than the total effect of the 
three drugs used separately. 


Toxicology * As with any antihy- 
pertensive agent, Ser-Ap-Es should 
be used with caution in patients 
with coronary artery disease, ad- 
vanced renal damage, and cerebral 
vascular accidents. Side effects are 
the same as those encountered with 
the three drugs separately; how- 
ever, since the combination permits 
adequate blood pressure control 
with lower dosages than in single- 
drug therapy, side effects are mini- 
mal. 


Indications * Ser-Ap-Es is indicat- 


_ed for the treatment of moderate 


to severe grades of hypertension. It 
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is especially useful in those cases 
complicated by anxiety, impaired 
renal circulation, and/or edema. 


Contraindications ¢ Ser-Ap-Es 
should be used with caution in pa- 
tients with coronary artery disease, 
advanced renal damage, and cere- 
bral vascular accidents. If surgical 
treatment of hypertensive patients 
becomes necessary, the drug should 
be withdrawn 2 weeks before the 
operation, if possible. If an emer- 
gency operation is required, vagal 
blocking agents should be given 
parenterally to prevent or reverse 
hypotension and/or bradycardia 
that might be caused by the Serpa- 
sil in the drug. 


Dosage schedule ¢ To _ initiate 
therapy, 1 Ser-Ap-Es tablet 3 times 
daily is recommended. The dosage 
range is 1 or 2 tablets 3 times 
daily. The maximal reduction in 
blood pressure may not occur for 2 
weeks; at this time the dosage 
should be adjusted to the amount 


necessary to obtain the desired 
blood pressure response. For main- 
tenance therapy the lowest possible 
dosage should be employed. The 
need for salt restriction is reduced 
with the combination of Ser-Ap-Es. 
Prolonged daily administration of 
diuretics such as Esidrix may pro- 
duce undesirable _ electrolyte 
changes. Careful observation and 
prompt institution of preventive or 
remedial measures, such as supple- 
mental potassium or chloride, may 
be indicated. 


How supplied ¢ Ser-Ap-Es Tab- 
lets (pink), each containing 0.1 
mg. Serpasil, 25 mg. Apresoline 
hydrochloride, and 15 mg. Esidrix; 
bottles of 100. 


Manufacturer ¢ Ciba, Summit, 
New Jersey. 


References ¢ Extensive clinical 
and pharmacological bibliographies 
on Serpasil, Apresoline, and Esidrix 
are available. on request. 
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MODILAC 


Chemistry * Modilac is a double 
homogenized combination of skim 
milk, dextrins-maltose-dextrose, and 
corn oil. It is supplemented with 
vitamins A, D, C, B,, and thiamine, 


Pharmacodynamics ¢ The zero- 
curd tension of Modilac assures di- 
gestibility comparable with that of 
human milk. The new method of 
sterilization employed has the ef- 
fect of preserving the natural milk 
color and flavor and insuring the 
bacteriologic safety of the product. 
Adapted to the infant’s digestive 
and nutritional requirements, Mo- 
dilac is designed as a sterile ready- 
to-use baby formula that assures 
adequate nutrition. In normal di- 
lution (1:1), the formula provides 
0.65 gm. protein, 0.83 gm. fat, and 
2.47 gm. carbohydrate per fluid 
ounce. Its caloric distribution is 
protein 13 per cent, fat 37 per cent, 
carbohydrate 50 per cent. In addi- 
tion to the vitamins listed above, 
the formula provides riboflavin, 
calcium, and phosphorus; the cal- 
cium/phosphorus ratio is 1:32. 


MODILAG it 4 vee How used ¢ The standard feeding 
formula is based on the use of 
es sic about 2.5 fluid ounces of the nor- 

mal dilution of Modilac per pound 
of body weight per day. This would 
supply 3.6 gm. protein and 110 
calories per kilogram (2.2 lb.) of 
body weight. When a lesser intake 
of protein is indicated, Modilac 
may be fed in a more dilute form. 


How supplied ¢ In cans, 13 fluid- 
ounce, 24 cans to a case. 


Manufacturer ¢ Gerber Products 
Company, Oakland, California. 


‘ 


—QURRENT LITERATURE 


Vascular collapse complicating 
septic abortion 


> Six cases of abortion with septicemic shock are 
described by Leon L. Adcock, M.D., and Erick Y. 


Hakanson, M.D., in the American Journal of Obstet-. 


rics and Gynecology, March 1960. Although abortion 
complicated by sepsis does not ordinarily carry 
grave risk, the mortality rate may approach 50 per 
cent when the infecting organisms are exceptionally 
virulent or when they are introduced in gross num- 
bers as in criminal abortion. To investigate the ade- 
quacy of present-day treatment, the authors have 
reviewed current concepts of the pathologic physi- 
ology involved, the physiologic basis for treatment, 
and the management of septic abortion, as well as 
detailing their suggested plan of treatment. 

The appearance of vascular collapse without sig- 
nificant blood loss in a patient with septic abortion 
establishes the diagnosis; all the signs and symptoms 
of shock are present, with evidence of overwhelming 
infection and toxemia. Renal, hepatic, and cardiac 
complications should be anticipated. Prompt and 
vigorous therapy is mandatory if the patients are to 
survive long enough to allow an attempt at treat- 
ment of the infection. The blood pressure must be 
supported during the delay in institution of defini- 
tive therapy by a stat intravenous injection of a 
vasopressor agent. Metaraminol can be administered 
safely by any parenteral means. Vagotonic effects 
can be abolished by atropine. The blood pressure 
should not be elevated to normotensive levels, but 
to a level sufficient for urinary secretion of 30 to 
50 ml. per hour. Blood and uterine cultures with 
sensitivity tests should be obtained before the insti- 
tution of antibiotic therapy. A combination of anti- 
biotics effective against staphylococci and gram- 
negative bacilli should be administered; all medica- 
tions must be given intravenously. Hydrocortisone 
and Pitocin may be started in another intravenous 
infusion; Pitocin may be effective in completing an 
abortion, and it usually helps to control bleeding. 
In patients in whom abortion is not complete, the 
uterine contents should be evacuated within 12 
hours. Patients with a history of criminal abortion 
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and a prolonged febrile course with vascular col- 
lapse should probably be subjected to culdocentesis 
to determine whether there is pus in the peritoneal 
cavity; radical surgical treatment and the establish- 
ment of peritoneal-vaginal drainage might be life- 
saving in some cases. Medical consultation regard- 
ing possible cardiac and renal complications should 
be obtained, and attention given to fluid and electro- 
lyte balance, oxygen administration, and other sup- 
portive measures. Antibiotic therapy should continue 
for 3 weeks, and close follow-up is essential. As a 
corollary, patients with known or suspected crimi- 
nally induced abortion should be observed carefully 
for early evidence of vascular collapse. 


Effect of repeated fluoroscopic 
examinations on 1480 children with a 
long-term follow-up study 


> Results of an attempt to determine the effects of 
ionizing radiation in serial fluoroscopies over a long 
period are reported by Ann McA. Birch, M.D., and 
David H. Baker, M.D., in The New England Journal 
of Medicine, May 19, 1960. Possible dangers in diag- 
nostic radiology have been much discussed in recent 
years; the risk of genetic damage and leukemia and 
the exact doses likely to have deleterious effects 
have been matters for dispute. For this study the 
authors chose the records of patients attending the 
Rheumatic Cardiac Clinic at the New York Hospital, 
because this group comprised a large number of 
patients who, and their families as well, were fol- 
lowed for many years. The records of 1,480 patients, 
746 female and 734 male, were studied with refer- 
ence to the incidence of all types of neoplastic dis- 
ease and to the congenital abnormalities in the 
patients’ progeny. The selection of cases was based 
on the following criteria: All patients had had at 
least three fluoroscopic exposures; all were followed 
for at least 3 years after the year of their first ex- 
posure; and all were followed after 1932. The rec- 
ords began with 1916, and some of the cases had 
been followed for 37 years. In all cases, fluoroscopy 
was performed as part of the regular examination 
and of various special studies over the years. The 
whole thorax was examined in most cases, and the 
findings were frequently demonstrated to students, 
so that the patients as a group received a heavy 
exposure. The number of fluoroscopic examinations 
for each patient varied from 3 to 128. Only 1 patient 
received more than 100, and 37 received more than 
50. The mean number of fluoroscopies was 18 for a 
female patient and 17 for a male patient. 
Follow-up studies showed that two malignant 
tumors occurred among the 746 female patients, and 
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none among the 734 male patients. No case of leu- 
kemia has occurred in any of these patients or their 
progeny, although at least 1 case might have been 
expected theoretically. Among the 1,087 infants born 
to the original patients, 25 were stillborn; 9 of such 
deaths were from obstetric causes, 5 from congenital 
anomalies, and in the remainder the cause was un- 
known. The stillbirth rate was not significantly dif- 
ferent from that for the general population, either 
in the whole group of 1,087 or in the 121 pregnan- 
cies during which fluoroscopy was performed. The 
rate of congenital anomalies was similar to that re- 
ported for the general population. The authors em- 
phasize that the absence of deleterious effects in a 
group of this size should not be construed to mean 
that fluoroscopy entails no risk. 


Psychosis and systemic lupus erythematosus 


> Case reports from the past 60 years’ literature 
concerning psychiatric dysfunction in systemic lupus 
erythematosus (SLE) are reviewed by W. Jeffrey 
Fessel, M.R.C.P., and George F. Solomon, M.D., in 
California Medicine, April 1960. Involvement of the 
central nervous system by SLE is more frequent 
than is commonly recognized. Moreover, psychosis 
may be the major manifestation of lupus and may 
antedate its other features by many years. Because 
of these findings, the authors announce that they 
have undertaken a long-term study in a large mental 
hospital, to determine how many patients have men- 
tal illness as an isolated sign of SLE. The hospital 
population will be screened for the presence of 
lupus factor in the serum by means of the nucleo- 
protein latex test. 

In reviewing the literature, the authors found 227 
cases of associated psychosis and SLE. The average 
incidence of psychosis in reported series of SLE 
cases was 22 per cent; the highest reported incidence 
was 52 per cent and the lowest 9 per cent, in similar 
series. The two major difficulties in evaluating the 
reports were: (1) The diagnosis of SLE was doubt- 
ful in cases reported before the description of the 
LE cell phenomenon in 1948; and (2) Psychiatric cri- 
teria varied considerably from one report to another. 
The effects of steroid therapy, however, were well 
defined, and it appeared that steroid compounds 
could be considered a possible cause of psychosis 
in only a minority of the cases in which such therapy 
was used. Furthermore, many reports of psychosis 
associated with SLE antedate the availability of 
steroids. There is some evidence that in cases where 
the psychosis is due to lupus, steroid therapy has a 
beneficial effect on the mental disorder. 

The psychiatric manifestations reported were vari- 
able and were sometimes associated with a neuro- 
logic disorder such as epilepsy. In one case, the 
patient had had paranoid schizophrenia for 8 years; 
in 6 cases the psychosis was separated by only a few 
weeks from the appearance of SLE. Three patients 
had had epilepsy for 11, 14, and 16 years, respec- 
tively, before definite symptoms of SLE. In several 
cases, positive reaction to serologic tests for syphilis 
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had been noted for some years before the appear. 
ance of SLE. It is suggested that SLE diagnostic 
studies be carried out in psychotic patients who 
have an accelerated sedimentation rate or positive 
serologic test for syphilis without apparent reason, 


A study of etiologic factors in so-called 
primary pulmonary hypertension 


> A suggestion that primary pulmonary hyperten- 
sion may be closely related to the collagen diseases 
is contained in a report by Arnold J. Rawson, M.D,, 
and Harry M. Woske, M.D., in the A.M.A. Archives 
of Internal Medicine, February 1960. The authors’ 
review of well-documented published cases showed 
a higher than normal incidence of arthritis (8 per 
cent), Raynaud’s phenomena (21 per cent), and le- 
sions suggestive of collagen disease (10 per cent) 
in patients with primary pulmonary hypertension. 
The authors describe in detail four cases which they 
studied both clinically and at autopsy. The histo- 
logic appearance of the lungs was similar in all 
cases, consisting essentially of marked intimal cellu- 
lar proliferation in the small muscular arteries and 
arterioles, with severe vascular stenosis. Two pa- 
tients had arthritis and Raynaud’s phenomena; one 
had extrapulmonary lesions suggestive of a collagen 
disease. In two cases there were close relatives 
having arthritis and Raynaud’s phenomena. There is 
a question as to whether those cases exhibiting non- 
pulmonary manifestations in addition to pulmonary 
hypertension represent the same disease entity as 
those involving pulmonary hypertension alone. Evi- 
dence favoring the single-disease concept includes 
the similar histologic appearance of the small pul- 
monary arteries in the two conditions, similar age 
and sex distribution, and similar clinical course. A 
close relation between the pulmonary arterial disease 
and the nonpulmonary manifestations is strongly in- 
dicated by the high degree of association of these 
relatively infrequent phenomena, as well as by the 
similarity between digital and pulmonary arterial 
changes. Although the symptoms of primary pul- 
monary hypertension resemble those of scleroderma 
and of disseminated lupus erythematosus the differ- 
ences in types of lesions as well as other manifesta- 
tions make differentiation relatively simple. And 
although an occasional case of primary pulmonary 
hypertension may show a positive test for rheuma- 
toid factor, the joint lesions do not appear typical of 
rheumatoid arthritis. The manifestations of collagen 
disease, however, are strongly suggestive. 


Postoperative endocarditis 
due to Pseudomonas aeruginosa 


> When intensive medical treatment fails to cure 
bacterial endocarditis a surgical approach might be 
indicated, according to a report by Maurice Teitel, 
M.D., and Alfred L. Florman, M.D., in The Journal 
of the American Medical Association, January 23, 
1960. The authors report a case of postoperative 


infection due to Pseudomonas aeruginosa, in which 
blood cultures continued to be positive until a 
suture covered with an infected vegetation was sur- 
gically removed from the atrial wall. 

The patient was a 14-year-old girl who had under- 
gone surgical repair of congenital cardiac anomalies, 
including a large interatrial septal defect. Her post- 
operative course was uneventful, and she was 
asymptomatic for 20 weeks after the operation. She 
then began to have a recurrent fever and occasional 
pain over the lower part of the thorax. Penicillin 
and tetracycline were ineffective, and the patient 
entered the hospital after 10 days. The diagnosis 
of endocarditis was made; it was suspected that the 
focus of infection lay in the operative site, and in- 
tensive antibiotic therapy was started. The organism 
was at first sensitive to polymyxin B, streptomycin, 
and neomycin, but became resistant to the latter two 
agents in a very short time. Polymyxin B given in 
large doses for more than 100 days failed, however, 
to eradicate the infection, although the combination 
of this drug with sulfadiazine seemed for a time to 
suppress it. The intravenous administration of poly- 
myxin B offered no advantage over the intramuscu- 
lar route and was more toxic. Despite the long 


administration of polymyxin B in doses of 4 mg. per . 


kilogram of body weight, there was no permanent 
kidney damage. After 5 months the patient was 
reoperated on and a silk suture was found dangling 
in the right atrium, surrounded by a vegetation 
containing a pure culture of Pseudomonas. This 
was removed, as well as a portion of abscessed lung 
tissue, and the patient’s convalescence was unevent- 
ful. With the recent advances in surgical technic for 
working on the heart, the risks attendant on this 
approach to an infective focus are diminishing, and 
the procedure may be lifesaving, as in the case 
reported. 


Use of some progestational 19-nor steroids 
in gynecology 


> An evaluation of the three most useful progesta- 
tional steroids in various gynecologic disorders is 
reported by John Rock, M.D., Celso-Ramén Garcia, 
M.D., and Gregory Pincus, Sc.D., in the American 
Journal of Obstetrics and Gynecology, April 1960. 


The authors’ experience with Norlutin, Enovid, and . 


Nilevar dates from 1955 and involves the treatment 
of more than 1,500 women, 1,000 of these in Puerto 
Rico and Haiti, and most of the remainder at the 
Reproductive Study Center and the Fertility and 
Endocrine Clinic of the Free Hospital for Women, 
Brookline, Massachusetts. The authors conclude that 
in Enovid and Norlutin the gynecologists have pro- 
gestational agents which, when properly used, are 
harmless yet remarkably efficacious in relief of many 
disturbances of menstruation and reproduction. 

A comparison of the chemical structures of the 
three synthetic steroids with those of the naturally 
occurring hormones progesterone and testosterone 
shows that the synthetics lack a 19-carbon atom 
at station 10—hence the term 19-nor steroids. Chemi- 
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cally, the generic terms for the three 19-nor steroids 


are as follows: Nilevar, norethandrolone, Enovid, . 


norethynodrel; Norlutin, norethindrone. 

The physiologic effects of the three steroids are 
similar. All exert a prompt and strong progestational 
effect on the human endometrium when taken orally 
each day. When appropriate dosage of any one of 
the three is begun before inception of ovulation, this 
process is inhibited through a critical depression of 
the pituitary production of gonadotropin. The 
amount necessary to produce anovulation and amen- 
orrhea is somewhat higher with Nilevar than with 
the others, however. With Enovid, these effects 
can be achieved by only 10 mg. daily, and it is pre- 
sumed that this higher potency is partly due to the 
purposeful inclusion of small amounts of a mildly 
effective estrogen. Enovid controls bleeding, some- 
what better than the other two compounds, but 
seems to have a slightly greater tendency, initially, 
to cause mild nausea. The striking advantage of these 
gestagens over the estrogens is that on withdrawal 
of the former compounds, bleeding that closely 
resembles normal menstruation almost always occurs 
within 1 to 4 days. 

All three compounds are associated to some de- 
gree with side effects such as nausea, mastalgia, 
abdominal pains, and edema. The incidence of these 
effects is somewhat higher with Enovid than with 
the others; on the other hand, Enovid has not re- 
sulted in the minor liver damage that has been noted 
with Nilevar and Norlutin. The indications are that 
untoward reactions occur, if at all, during the first 
cycle of treatment, the incidence declining to in- 
consequence by the fourth cycle. 

The evidence in this study indicates that the ef- 
fectiveness of these gestagens in control of non- 
pathologic endometrial bleeding is not as great as 
has been supposed. The control achieved by Enovid, 
by gradually increasing the dosage, is better than 
that possible with Norlutin or Nilevar. In cases of 
dysmenorrhea and hypermenorrhea both Norlutin 
and Enovid resulted in improvement, particularly 
when treatment was instituted before ovulation. In 
cases of infertility due to “inadequate luteal phase,” 
there was some evidence that Norlutin and Enovid 
were beneficial, and further investigation of the pos- 
sible efficacy of these hormonal supplements seems 
in order. The therapeutic effect of gestagens in cases 
of anovulatory dysfunctional flow was “very gratify- 
ing.” But by far the most dramatic effect of Enovid 
or Norlutin in- proper regimen, in the opinion of 
these authors, is the inescapable result of their un- 
failing suppression of ovulation. The contraceptive 
efficacy of Enovid and probably of Norlutin has 
been expressed as a 98.9 per cent reduction in fer- 
tility. With regard to possible ovarian damage, 
comparative studies of primordial follicles failed to 
reveal any destructive effect, and the occurrence of 
pregnancies during the 6 months following with- 
drawal of Enovid medication seemed to confirm the 
safety of the compound. 

The above report was discussed by Drs. Robert A. 
Ross and Edmund W. Overstreet, who added case 
notes confirming the effectiveness of Enovid in 
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dysmenorrhea and abnornial bleeding, commented 
on the need for vigorous warning regarding careful 
search for possibly grave uterine pathologic condi- 
tions, and emphasized the importance of the findings 
related to the use of these gestagens as contraceptive 
agents, in view of widespread concern over “the 
population explosion.” 


Mobilization of the stapes in older patients 
with otosclerosis 


> Improved surgical technics have made it pos- 
sible to operate on many otosclerotic patients pre- 
viously considered unsuitable for fenestration sur- 
gery, according to a report by Joseph Sataloff, M.D., 
and Hyman Menduke, Ph.D., in the Journal of The 
American Geriatrics Society, April 1960. Formerly 
the operation was considered inadvisable for pa- 
tients showing very mild hearing losses, those with 
long-standing and marked hearing losses associated 
with significant deafness, and older patients who 
would not choose to risk the disturbing postopera- 
tive course that might ensue. On the basis of the 
authors’ experience, however, it would appear that 
a diagnosis of fixation of the stapes usually justifies 
an attempt at mobilization. 

Surgical mobilization of the stapes was attempted 
in 100 cases in which the age of the patients ranged 
from 50 to 73 years; a total of 138 ears were in- 
volved. In every case there was a long history of 
deafness due to otosclerosis. Results of preoperative 
air-conduction, bone-conduction, and air-bone gap 
studies varied widely in terms of hearing loss. A 15- 
decibel improvement in the hearing range was arbi- 
trarily selected as indicating successful mobilization. 
On this basis, hearing improved in 54 per cent of the 
ears after the first operation, and additional im- 
provement was achieved in 67 per cent of the ears 
operated on in a second revisionary procedure. Thus 
the estimated improvement rate in patients over 50 
years old was 85 per cent. There was no correlation 
between the results of stapes mobilization and the 
age of the patient, the preoperative degree of hear- 
ing loss as indicated by the air-conduction threshold, 
superimposed perceptive deafness, or the difference 
between air-conduction and bone-conduction thresh- 
olds. For this reason it would be difficult to estab- 
lish criteria for selecting patients as suitable for the 
mobilization operation. In several cases in this series 
in which the ears were seemingly “dead,” the op- 
erative results were good enough to permit the 
effective use of hearing aids. 


Antimicrobial-steroid treatment of 
active pulmonary tuberculosis 
as a routine measure 


> Combined steroid and antimicrobial therapy is 
at present the best treatment in all cases of active 
pulmonary tuberculosis, according to a report by 
Henriette Marcus, M.D., and Panayotis Christop- 


956 


oulos, M.D., in the-A.M.A. Archives of Internal 

Medicine, April 1960. The authors report on a series 
of 30 cases involving various forms of tuberculosis, 
and describe 5 of these cases in detail. In an Adden- 
dum the authors state that the present total number 
of patients treated by their method is 120, and that 
the results have been the same throughout the 
series. 

The treatment was essentially the same for all 
forms of tuberculosis, and included isoniazid, strep- 
tomycin, and aminosalicylic acid. In a few cases 
cycloserine was used instead of streptomycin. Isoni- 
azid dosage was between 200 and 450 mg. daily; 
streptomycin dosage varied between 1 gram daily 
(for the first month) and 1 gram two or three times 
a week. The aminosalicylic acid was given in doses 
up to 12 grams daily; if not tolerated it was omitted, 
The steroid used was either prednisone or predniso- 
lone. The dosage was most easily determined in 
acute febrile cases, since the temperature response 
was an important guide. In the average case, the 
temperature was reduced to normal by a dosage of 
40 mg. of prednisone daily; in patients who had 
received steroid therapy previously, doses up to 60 
mg. were sometimes necessary. The amount was 
cautiously reduced every 5 to 7 days, to a mainte- 
nance level of 12 to 20 mg. daily without tempera- 
ture elevation. Maintenance level was _ usually 
reached within 4 weeks. Progress was checked by 
x-ray films, which showed a rapidity of improvement 
so predictable that it could no longer be considered 
remarkable. All patients showed immediate symp- 
tomatic improvement, and none showed clinical or 
roentgenographic deterioration on this treatment. 
After 2 to 4 weeks, only 6 patients showed less than 
moderate improvement. At the end of 3 months all 
but 2 patients showed either moderate, marked, or 
very marked clearing of the lungs. This group was 
compared to a group of 30 patients treated identi- 
cally except for omission of steroid hormone, and the 
comparison demonstrated the advantages of the 
combination form of treatment. Complications were 
few and mild. 


Roentgen studies in hyperparathyroidism 


> A group of three articles in The American Jour- 
nal of Roentgenology, Radium Therapy, and Nuclear 
Medicine, April 1960, constitutes a substantial re- 
view of basic information, roentgen technics, and 
case reports concerning aspects of bone disease 
associated with primary and secondary hyperpara- 
thyroidism. 

1. The article entitled “Primary Hyperparathy- 
roidism,” by Ching Tseng Teng, M.D., and M. Her- 
bert Nathan, M.D., emphasizes the importance of 
early detection of osseous changes so that correct 
management may minimize morbidity and incapaci- 
tation. Radiologists, as well as internists, orthoped- 
ists, urologists, and dentists, have the opportunity 
and the responsibility of making the diagnosis of 
primary hyperparathyroidism at an early stage. The 
possibility should be kept in mind until the diag- 


nosis is confirmed or excluded by other studies. The 

rimary disease may be due to adenoma, diffuse 
hypertrophy and hyperplasia, or rarely carcinoma, of 
the parathyroid glands. The secondary type may be 
associated with advanced renal disease and with 
severe osteomalacia. 

The authors review published reports on primary 
hyperparathyroidism and describe their own series 
of 7 cases. All 7 patients proved to have parathyroid 
adenoma at operation. Four had extensive bone 
disease; one had a renal stone and early bone 
changes; another had recurrent renal stones and sus- 

ted bony abnormalities; and one had no demon- 
strable bone or kidney disease. Included is a patient 
whose roentgenograms demonstrated renal calcinosis 
and healed cystic lesions in the ilium and pubis 10 
years after parathyroidectomy. Roentgenographic 
details are given for 4 cases showing advanced bone 
changes, 1 with less advanced changes, and 1 show- 
ing the very early changes. The healing of osseous 
lesions after surgical treatment is demonstrated by 
comparison of pre- and postoperative roentgeno- 
grams. A study of roentgen films in advanced cases 
can help the radiologist establish criteria for the de- 
tection of minimal abnormalities in early stages of 
the disease. The authors discuss the major aspects 
of the clinical syndrome, the pathophysiologic and 
chemical changes, and the roentgen changes, which 
should be understood by physicians called upon to 
treat primary hyperparathyroidism. 

2. “The Skull in Hyperparathyroid Bone Disease” 
is discussed by Kent Ellis, M.D., and Robert J. 
Hochstim, M.D., who shed further light on an aspect 
touched upon in the first article. The authors re- 
view and classify the roentgenographic findings in 
the calvarium in 39 cases of primary hyperparathy- 
roidism involving bone lesions. In this disease the 
calvarium usually shows characteristic homogeneous 
ground-glass or mottled granular patterns of de- 
creased density. The differential diagnosis may be 
complicated by the presence of focal patches of 
bone resorption in the calvarium, and focal patches 
of bone sclerosis may be seen in a few cases of 
active disease. It is suggested that such changes 
are the consequence of partial or complete healing 
of previously active bone disease. In such cases it 
may be extremely difficult to differentiate between 
primary hyperparathyroidism and Paget’s disease or 
osteoblastic metastases. In 26 of the 39 cases, the 
diagnosis of hyperparathyroid bone disease could 
have been suggested on the basis of the skull 
roentgenograms alone. In retrospect, nearly all cases 
showed some involvement of the calvarium. Roent- 
genograms of the skull were often of positive value 
in making the correct diagnosis. 

3. The problem of osseous changes is further clari- 
fied by the article on “Advanced Skeletal Changes 
in Hyperparathyroidism,” by Richard M. Frieden- 
berg, M.D., and Victor Sayegh, M.D. The cases of 
hyperparathyroidism which demonstrate skeletal 
changes usually show one or more of the following 
signs: diffuse osteoporosis usually associated with a 
granular mottling of the skull and to a lesser extent 
of the long bones; subperiosteal bone resorption most 


JOURNAL A.O.A., VOL. 59, JULY 1960 


often seen in the fingers, clavicles, and medial as- 
pects of the tibia; cystic changes in the bone which 
are in reality solid tumors of low density composed 
of osteoblasts and osteoclasts and are the end results 
of increased metaplasia of bone; and periarticular 
calcifications often localized in areas of trauma and 
associated with pathologic fractures. The authors 
present reports, illustrated with roentgen films, of 3 
cases which demonstrated to an advanced degree all 
of these skeletal changes. All 3 patients were young 
women; when first seen they were aged 33, 25, and 
20, respectively. The first died of uremia with ter- 
minal bronchopneumonia; autopsy revealed bilateral 
contracted kidneys and hyperplastic parathyroids, 
but a true adenoma was not found. This case in its 
later stages had been marked by extreme periosteal 
resorption of bone. The second case, which at first 
was treated as thyroiditis, resulted in the patient's 
death 5 years later. Autopsy revealed a parathyroid 
adenoma, as well as diffuse calcification throughout 
the kidneys and many other organs and joints, and 
marked decalcification in all of the long bones and. 
skull. In the third case, a parathyroid adenoma was 
removed surgically; roentgenograms showed typical 
bone changes and several pathologic fractures. The 
authors present these cases to re-emphasize the 
characteristic changes that may be seen in this dis- 
ease, even though early medical diagnosis has re- 
duced the frequency of their occurrence. 


Masculinization of female fetus due to 
use of orally given progestins 


> The danger of administering oral synthetic pro- 
gestins to mothers in the treatment of habitual or 
threatened abortion is pointed out by Lawson Wil- 
kins, M.D., in The Journal of the American Medical 
Association, March 5, 1960. If progestational steroids 
or estrogenic compounds are valuable and necessary 
in the prevention of abortion, the ones that are least 
likely to cause fetal masculinization should be used. 
In recent years Norlutin (17-alpha-ethinyl-19-nortes- 
tosterone) has caused masculinization of female 
fetuses often enough to preclude its use or adver- 
tisement as a safe hormone to be taken during preg- 
nancy. Although the older compound 17-alpha- 
ethinyltestosterone has caused masculinization com- 
paratively infrequently, it should also be considered 
potentially hazardous to the fetus. This compound 
has been used for about 15 years, as Progestoral, 
Pranone, or Lutocylol. 

The author bases his conclusions on his analysis 
of 70 cases of fetal masculinization of female infants 
associated with the oral administration of progestins 
to their mothers. In 25 cases the mothers were given 
estrogens with the progestins in order to offset the 
virilizing effect of the progestin, but the evidence 
showed that the estrogens did not prevent fetal 
masculinization. The data do not argue against the 
use of progesterone, since this is the natural hor- 
mone of pregnancy and could hardly be implicated 
in masculinization except in the rare case of abnor- 
mal metabolism of progesterone. 
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Visual problems of roentgen interpretation 


> Efforts to increase the accuracy of roentgen in- 
terpretation by added technics may have reached 
the point of diminishing returns, in the opinion of 
William J. Tuddenham, M.D., as reported in the 
New York State Journal of Medicine, April 15, 1960. 
Little is to be gained through continually increasing 
radiographic definition and contrast as long as the 
degree of detail now possible is not utilized effec- 
tively. The accuracy of roentgen diagnosis can be 
increased only if the limiting factors are identified 
and controlled. The perception of an image depends 
on the pattern of illumination projected on the retina 
of the observer, and bears no constant relationship 
to either radiographic contrast or definition. Al- 
though past developments have certainly improved 
radiography and facilitated accurate roentgen diag- 
nosis, current evidence indicates that before further 
improvement in methods can be expected other 
problems must be solved. 

The author discusses evidence pertaining to the 
importance of definition, contrast, and distortion, 
pointing out that most avoidable diagnostic errors 
result from failure to perceive gross abnormalities 
in the roentgenogram, regardless of microfocal spot 
tube, ultrafine grain film, or millisecond timing de- 
vice. Most significant images are gross, and with 
competent technic they are recorded adequately by 
existing roentgen methods. The most pressing need 
in diagnostic radiology at present is better under- 
standing and control of psychologic factors affect- 
ing one’s ability to perceive recorded images. In 
organizing figural elements into meaningful patterns 
the radiologist is guided by experience and expecta- 
tions. Shadows may be interpolated which are not 
actually perceived, and perceived images may be 
falsified in order to create a meaningful pattern, 
thus leading to serious errors in roentgen diagnosis. 
Also, error occurs when in the initial organization 
of the shadows of a roentgenogram, significant 
shadows are lost in the “ground.” 

The author concludes that most diagnostic errors 
today result not from the failure to record critical 
shadows but rather from the failure to organize 
the visual field effectively. Further study of film- 
scanning systems, selective radiographic technics, 
and environmental factors may help to solve this 
problem and thus contribute to greater accuracy of 
roentgen diagnosis. 


Postpartum hypertension after use of 
vasoconstrictor and oxytocic drugs 


P The etiology, incidence, complications, and treat- 
ment of drug-induced hypertension in the postpar- 
tum period are discussed by Gilbert N. Casady, 
M.D., Daniel C. Moore, M.D., and L. Donald Bri- 
denbaugh, M.D., in The Journal of the American 
Medical Association, March 5, 1960. Too few phy- 
sicians, say the authors, are aware that a severe, 
persistent, dangerous hypertension, and even rup- 
ture of a cerebral blood vessel which may cause 
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brain damage and hemiplegia, can result from the 
combined effect of a vasoconstrictor and an oxytocic 
drug administered to a patient within 3 to 6 hours of 
one another. In reviewing the records of 741 patients 
who were given a vasoconstrictor at initiation of 
caudal block analgesia and an oxytocic drug at the 
time of placental delivery, the authors found that 
severe hyptertension resulted in 34 (4.6 per cent) 
of the patients, with cerebrovascular injury in 1. It 
is believed that in many more cases there was post- 
partum hypertension unrecognized in the form of a 
severe headache. Treatment with chlorpromazine 
hydrochloride to prevent the severe and disabling 
complications of postpartum hypertension is essen- 
tial. The authors suggest that the need for prophylac- 
tic administration of vasoconstrictor drugs in con- 
junction with caudal block analgesia in obstetrics 
is doubtful, in view of their findings. They also 
point out that the syndrome can develop in other 
types of patients who might be given these drugs in 
this sequence for any reason. 


The management and repair of lesions of 
the ureter with fistula 


> The need for immediate attention to the ureteral 
fistula that may result from trauma during pelvic sur- 
gery is stressed in an article by Sidney R. Weinberg, 
M.D., Frank C. Hamm, M.D., and Benjamin Berman, 
M.D., in Surgery, Gynecology & Obstetrics, May 
1960. The lesion may be ureterovaginal or uretero- 
cutaneous, and is apt to occur especially in connec- 
tion with radical hysterectomy or abdominoperineal 
resection of the rectum. Prompt treatment is im- 
portant for two reasons: Constriction of the ureter 
at the site of fistula may develop, causing proximal 
ureteral dilation with hydronephrosis, and threaten- 
ing atrophy of the kidney with complete irreparable 
loss of function. Also, external urinary drainage must 
be relieved. 

When a single ureter is involved, the rate of de- 
velopment of fistula and the appearance of external 
urinary drainage varies with each patient, and the 
early signs and symptoms may be overlooked or 
mistaken for disturbances resulting from the exten- 
sive surgical procedure. When both ureters are 
involved, clinical recognition is prompt because 
oliguria and anuria result, followed by all the symp- 
toms and signs of rapid loss of kidney function. This 
is an urgent situation requiring immediate cystos- 
copy with an attempt to drain the kidneys by 
ureteral catheters; if this is not successful, nephros- 
tomy, deligation of ureters, or a combination of 
these procedures must be carried out. Once the 
diagnosis is suspected, excretory urography and 
then cystoscopy with an attempt at retrograde de- 
lineation of the ureters should be performed. If 
ureteral obstruction is incomplete, successful healing 
of the ureter without stricture may result, but when 
complete obstruction is encountered, hydronephro- 
sis will result if corrective surgery is not carried 
out. Surgical correction of ureteral fistula has in the 
past consisted of: (1) nephrectomy; (2) tying the 


‘ 


the 
OCic 
of 


the 


Ost- 
f a 
ine 
ing 


ureter in the hope that the involved kidney would 
cease functioning; or (3) reconstructive surgery to 
eliminate the fistula and re-establish continuity of 
ureter with the bladder. Nephrectomy is indicated 
only for incurable disease or permanent serious 
damage to the kidney; tying the ureter can lead to 
serious trouble and is not recommended. Reconstruc- 
tive surgery by means of ureteronecystostomy is the 
treatment of choice. The authors report good results 
with this method in 6 cases. The procedure was 
modified by elimination of splints, and by diversion 
ureterotomy where necessary. 


Early diagnosis of congenital dysplasia. and 
congenital dislocation of the hip 


>» The value of the thigh abduction test in the 
routine physical examination of infants is empha- 
sized in a report by Lloyd E. Harris, M.D., Paul R. 
Lipscomb, M.D., and John R. Hodgson, M.D., in 
The Journal of the American Medical Association, 
May 21, 1960. There has long been general agree- 
ment that early diagnosis and treatment are essen- 
tial to optimum results in congenital disease of the 
hip. The authors report that the use of the abduc- 


tion test, with roentgenographic studies of those in- 


fants showing a positive response to the test, has 


> Books for review which were received during the period 
from May 5 to June 5 are listed on advertising pages A-150 
to A-151. Reviews of these books will be published as space 


permits. 


» LES MANIPULATIONS: VERTEBRALES. By Robert 
Maigne. Cloth. Pp. 246, with illustrations. Expansion Scien- 
tifique Francaise, 15, rue St-Benoit, Paris, 1960. 


It is a rare privilege for a teacher to review the work 
of his student. Dr. Robert Maigne is a graduate of 
the London College of Osteopathy. He has written 
this book, in French, to introduce manipulation to 
his fellow medical doctors in France. 

Manipulation as practiced by the osteopathic pro- 
fession is relatively unknown on the continent of 
Europe. However, increasing interest has been shown 
in this subject in the past decade. Dr. Maigne has 
attempted to describe the art of joint manipulation 
in rational scientific terms. In this attempt he has 
succeeded very well; Les Manipulations Vertébrales 
gives a definitive treatment of the subject. 
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enabled them to reduce materially the age at which 
the diagnosis can be made. Moreover, the test is 
easily applied and requires minimal experience for 
adequate interpretation. 

The test was used as a screening procedure in 
11,010 newborn infants, about 90 per cent of whom 
were subsequently examined regularly in well-child 
clinics. With the test, the average age at diagnosis 
of congenital dysplasia with dislocation was reduced 
from 14 to 4 months, and no dislocations were un- 
discovered before the weight-bearing age. In most 
infants full 90-degree abduction is unusual after the 
neonatal period; during the second through the 
eighth or ninth month abduction is frequently in the 
range of 60 to 70 degrees. With dysplasia and disloca- 
tion, abduction is usually limited to 45 to 50 degrees. 
Abduction limited to 60 degrees or less warrants 
roentgenographic examination. A negative result of 
the abduction test at birth does not rule out poten- 
tial dislocation of the hip, and the test should be 
done regularly during the first 12 months of life. 
Since most infants do not receive regular examina- 
tions during the first year, it is suggested that an 
effort to educate mothers in the application of the 
abduction test would be justifiable. The problem of 
diagnosis is the responsibility of all physicians deal- 
ing with children, while the problem of treatment 
should be in the hands of the orthopedic surgeon. 


The book begins with a brief history of the various 
schools of joint manipulation and their founders, fol- 
lowed by the history of the development of osteop- 
athy in France. 

The principles of the art of joint manipulation are 
presented in a lucid manner, including a discussion 
of the different methods of effecting movement at 
the vertebral joints, the diagnosis of the disturbed 
mechanics, the conduct of the treatment, the indica- 
tions and contraindications for the use of manipula- 
tion, and the mode of action of manipulation. 

The second part of the book contains a description 
of manipulative technics arranged according to area 
of the spine. The technics are illustrated by photo- 
graphs of excellent quality and with arrows drawn 
in to show the direction of movement. In many cases 
a line drawing has been added to lend further clar- 
ity. The illustrations alone are enough to recommend 
the book to the English-speaking reader. 

The third part of the book describes the applica- 
tion of manipulative technics to specific clinical en- 
tities, such as headache, syndrome of Barre-Lieou, 
.and cervical-brachial neuralgias. 

The book is completed by a chapter by Dr. Roger 
Lescure on the effect of manipulation on the treat- 
ment of organic disease, and a chapter by Dr. Rene 
Waghemacker on exercise to complement the effect 
of manipulation in the rehabilitation of the patient. 

The book will be of primary value to the doctor 
who can read French. However, it will be of inter- 
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est to all osteopathic physicians because of the ex- 
cellent illustrations which can be readily understood 
by all. Les Manipulations Vertébrales is the best 
treatment of this subject that has been published by 
a member of the osteopathic profession in several 
decades. 

Myron C, Bgat, D.O. 


>» DISCOVERING OURSELVES. A view of the human 
mind and how it works. By Edward A. Strecker, M.D., 
Sc.D.; and Kenneth E. Appel, M.D., Sce.D.; in collaboration 
with John W. Appel, M.D. The Department of Psychiatry, 
University of Pennsylvania. Cloth. Pp. 303, with illustra- 
tions. Price $4.75. The Macmillan Company, 60 Fifth Ave- 
nue, New York 11, 1958. 


“Discovering Ourselves is an elementary book or 
primer on the psychology of motivation, behavior, 
and human relations’°—a book which continues to 
sell 29 years after the first edition was printed. It is 
a guided course in reading, not rigid, dogmatic, or 
complicated. 


Problems, psychological mechanisms, and the dynamics of 
personality are discussed . . . . it points out some “causal” 
relationships or factors in ineffectiveness, discontent, unhap- 
piness, discouragement, depression, and many important psy- 
chosomatic illnesses. It offers questions that we should ask 
ourselves when we are not getting along well or finding 
satisfaction, either physically or mentally. . . . It should help 
patients who are not too sick, but of course it is not a substi- 
tute for doctors, psychiatrists, or the clergy. 


The book is a distillation of years of psychiatric 
practice, of helping with adolescent, parental, voca- 
tional, marital, medical, mental, and religious diffi- 
culties, and of teaching psychiatry in medical 
schools. The underlying philosophy is “not that we 
should have less science” in coping with these diffi- 
culties but that with “new visions, understanding, 
and rededications, science . . . can help people live 
more fully and abundantly,” instead of contributing 
to their destruction. 

The scope of the book may be realized by a de- 
scription of its several areas. The four parts acquaint 
the reader with (1) Concepts of Modern Psychology, 
(2) Psychology of Everyday Life: The Conflicting 
Urges of Thought, Feeling and Action, (3) The Na- 
ture of Emotion, Anger and Fear, and (4) Mental 
Mechanisms Which the Personality Utilizes to Meet 
Conflicting Urges and Difficulties in Everyday Life. 
Throughout, the authors describe in lay vocabulary 
the more specialized concepts. The appendices make 
this book unusually useful. There are questions on 
chapter content which can be utilized by the reader, 
group leader, or medical student; questions for the 
individual to answer about himself, resulting in a 
personality study; and questions related to specific 
topics such as physical equipment, feelings and in- 
stincts, conscience, ideals, goals, ego, and will. 

The makeup of the book enhances its appeal and 
clarity. Descriptive material accompanies the head- 
ings in the Table of Contents and also introduces 
each chapter. The reader is directed to desired in- 
formation by topic and name in the index. Conven- 
iently, chapter headings are carried at the top of 
each page. Numerous diagrams clarify significant 
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psychologic concepts, and adequately spaced type 
makes for fluency in reading. 

The authors clearly fulfill the purpose of the book, 
They have placed within the grasp of any earnest 
reader material which has proved its usefulness jn 
the past, is revised to include current understandings, 
and is clothed in language of minimum semantic pit- 
falls. The book, therefore, should be within the reach 
of those who can use it. It could guide the medical 
student toward a better understanding of himself, 
aid the practicing physician in gaining insight, or be 
of help to the person in psychotherapy who is ready 
to read. It should be in the medical school library 
and might well serve as a beginning text in medical 
psychology. 

FLepA M. BricHam, D.O, 


> HISTOPLASMOSIS. Edited by Henry C. Sweany, M.D., 
Missouri State Sanatorium, Mount Vernon, Missouri. Cloth, 
Pp. 538, with illustrations. Price $14.50. Charles C Thomas, 
Publisher, 301-327 East Lawrence Avenue, Springfield, Illi- 
nois, 1960. 


There are a large number of contributors to this 
book, each of whom has had a major part in the 
study of histoplasmosis. The book presents the his- 
torical aspects of the disease, the geographic distri- 
bution of the fungus, and the resistance of animals 
and man to the infection. Then all the diagnostic 
tests used in the care of patients suspected of having 
histoplasmosis are reviewed. All the clinical types 
are well described in this book. This is a specialty 
book and probably will find most use in institutions 
which deal with diseases of the chest. 

GerorcE E. Hmes, D.O. 


> PATIENT CARE AND SPECIAL PROCEDURES IN 
X-RAY TECHNOLOGY. By Carol Hocking Vennes, R.N., 
B.S., formerly Surgical Supervisor and Clinical Instructor, 
University of Minnesota Hospitals, Minneapolis, Minnesota; 
and John C. Watson, R.T., Director of Courses in X-Ray 
Technology, University of Minnesota Hospitals, Minneapolis, 
Minnesota. Cloth. Pp. 203, with illustrations. Price $5.75. 


The C. V. Mosby Company, 3207 Washington Boulevard, St. 
Louis, 1959. 


This text is well written, having a great deal of de- 
tailed information which has been carefully prepared 
with every phase of radiography in mind. Some of 
its contents, however, would not be applicable to the 
average x-ray department. For example, it would be 
safe to say that the average technician would not be 
called upon to give hypodermic injections of such 
substances as Pitressin. The authors do point out 
that it may be allowed in isolated instances but 
should not be a routine. This reviewer does not be- 
lieve that the technician should be given this respon- 
sibility under any circumstances, any more than he 
or she should be allowed to administer intravenous 
contrast media. 

The most impressive section and that which should 
be stressed in all radiology departments is the tech- 
nician-patient relationship. All too often the techni- 
cian does not recognize the signs of a seriously ill 
patient, not because he is disinterested but because 


he is purely ignorant of signs and symptoms. This is 
dealt with very well in this book in a section on bed- 
side radiography. To obtain a film of good quality 
at the bedside is in itself a problem, but to know 
how to handle a critically ill patient, where extreme 
caution and gentleness must be exercised, is a spe- 
cial problem by itself. 

This is an excellent piece of work, and it should 


be read and heeded by every x-ray technician. 
Epwarp P. SMALL, D.O. 


>» DIFFERENTIAL TREATMENT AND PROGNOSIS IN 
SCHIZOPHRENIA. By Robert D. Wirt Ph.D., Associate 
Professor of Psychology, University of Minnesota; Consultant, 
Psychiatry Service Veterans Administration Hospital, Minne- 
apolis, Minnesota; and Werner Simon, M.D., Chief, Psychia- 
try and Neurology Service, Veterans Administration Hospital, 
Minneapolis, Minnesota; Professor of Psychiatry, University 
of Minnesota. Cloth. Pp. 198, with illustrations. Price $6.50. 
Charles C Thomas, Publisher, 301-327 East Lawrence Ave- 
nue, Springfield, Illinois, 1959. 


This book represents the results of 4 years of care- 
ful scientific research and evaluation of the drugs 
Chlorpromazine and Reserpine as compared with 
electroconvulsive therapy and insulin coma therapy. 
The conclusions are that Chlorpromazine is nearly 
as effective as the more expensive and complex tra- 
ditional therapies, but that Reserpine appears no 
better than hospitalization alone. The most note- 
worthy feature of the book is the attempt to main- 
tain strict scientific validity without the concessions 
the clinician usually must make to practical thera- 
peutic needs. 

Some confirmation of previously reported short- 
term prognostic indications in schizophrenia are that 
rapid onset with short duration is prognostically fa- 
vorable as is good former occupational adjustment. 
Those patients with sufficient ego strength and affec- 
tive admixture to act out in their environment do 
better than those who withdraw and conform. Hos- 
tile and rejecting fathers in early life render a pa- 
tient least likely to recover. Those with mothers 
who were sources of protection and strength, even 
if inconsistent in their training methods, have better 
prognoses. 

This book will be of interest to physicians and 
psychologists and others involved in psychopharma- 
cology. Its greatest contribution is as a model for 
an ideal scientific experiment in man. 


Irwin RotuMan, V.M.D., D.O. 


> PRINCIPLES AND PRACTICE OF OBSTETRIC 
ANAESTHESIA. By J. Selwyn Crawford, M.B., Ch.B., D.A. 
(England), F.F.A.R.C.S., Anaesthesia Service, The Presby- 
terian Hospital, New York; Late Senior Registrar and First 
Assistant, Department of Anaesthesia, Central Middlesex Hos- 
pital, London. Cloth. Pp. 128, with illustrations. Price $4.00. 
Charles C Thomas, Publisher, 301-327 East Lawrence Ave- 
nue, Springfield, Illinois, 1959. 


This small volume will not be too popular with 
American anesthesiologists. The basic principles are 
acceptable, but I am certain that some of the prac- 
tices presented will not be too acceptable. This is 
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particularly true of the suggestion that thiopental so- 
dium be used as an induction agent prior to prepar- 
ing the surgical field for cesarean section. 

A good suggestion, and one which your reviewer 
has utilized often since 1952, is the induction of 
anesthesia in a patient suspected of having a full 
stomach in the “head-up” tilt position, and then rap- 
idly passing an orotracheal tube. 

I can recommend this small book to residents in 
anesthesiology only for the purpose of comparative 
reading. 

A. A. Gowen, D.O. 


>» THE MANAGEMENT OF ORAL DISEASE. A Treatise 
on the Recognition, Identification, and Treatment of Disease 
of the Oral Regions. By Joseph L. Bernier, D.D.S., M.S., 
F.D.S., R.C.S. (Eng.), Colonel, Dental Corps, United States 
Army; Chief, Oral Pathology Division, Armed Forces Insti- 
tute of Pathology; Pathologist to the Registry of Oral Pathol- 
ogy of the American Dental Association; Professor of Oral 
Pathology, Georgetown University School of Dentistry; Chair- 
man, Dental Research Advisory Committee to the Medical 
Research and Development Division, Department of the 
Army; Special Lecturer in Oral Pathology, Walter Reed Army 
Institute of Research; Special Lecturer in Oral Medicine, Jef- 
ferson Medical College; Consultant in Oral Pathology to the 
Veterans Administration, Central Office. Ed. 2. Cloth. Pp. 
875, with illustrations. Price $15.00. The C. V. Mosby Com- 
pany, 3207 Washington Boulevard, St. Louis 3, 1959. 


Any article, story or book establishes itself with a 
reader by its incipient approach. The author of this 
book provides excellent orientation with three 
graphs. He further grasps a favorable correlation 
by his basic premises—without being condescending, 
as if writing for neophytes: “Seldom is disease an- 
nounced by a single symptom.” “To eliminate symp- 
toms without having established the nature of the 
disease process which has produced them is never 
the correct approach in therapy.” The reader shortly 
knows the author is not going to parrot or pirate 
others’ opinions. 

As one would suspect, a text by an oral surgeon 
does have considerable material specifically related 
to teeth, but only about 25 per cent of the book is 
exclusively of dental interest. Chapters on oral le- 
sions in deficiency and metabolic diseases, oral le- 
sions in diseases of the blood, and superficial kera- 
toses and dermatologic-like lesions of the oral mucosa 
make this book of value to any practicing physician. 

Of particular interest is the stress placed on histo- 
pathologic changes found in diseases of the mouth. 
The section on tumors is superb, beginning with oral 
congenital changes, to superficial keratoses, and on 
to benign and malignant tumors, including tumors 
of oral appendages and salivary glands. The relation 
of dermatology and oral lesions is the extension of 
pathology or, perhaps, the sharing of pathologic 
change; oral lesions often precede dermal manifesta- 
tions, as in pemphigus. 

Thorough coverage without redundant verbiage 
is enhanced by the author’s presentation of his in- 
terpretation of facts without controversial therapies. 
It is a book recommended to all, but a “must” for the 


dermatologist, pathologist, and otolaryngologist. 
A. P. Uxsricn, D.O. 
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> THE PRACTICAL EVALUATION OF SURGICAL 
HEART DISEASE. Written and Compiled by Robert G. 
Trout, M.D.; Edited by Robert P. Glover, M.D. Cloth. Pp. 
132, with illustrations. Price $10.00. McGraw-Hill Book 
Company, 330 West 42nd Street, New York 36, 1959. 


This is a book with some very good ideas which are 
rather poorly presented. On the “good” side of the 
ledger are such features as practicality, with the in- 
clusion of only such features as would be of imme- 
diate use to the surgeon and omission of extraneous 
and controversial topics. On the “bad” side is the 
lack of competent editing of the text, which means 
that what should be lucid is buried in too many 
words and a jargon-loaded style. There are many 
well-chosen roentgenograms to illustrate the text, 
but these suffer from poor reproduction and printing. 
For such an important phase of the book it is sur- 
prising that one of the newer, better methods of 
reproduction was not used. It would have been 
helpful if these x-rays had been printed in sizes that 
would show more detail, and with a better printing 
method. Drawings are profuse, and although they 
appear amateurish in many instances, they tell a 
useful tale. 

One item we have not encountered before is the 
inclusion of a 45 r.p.m. record of heart sounds, with 
examples of mitral stenosis and insufficiency, aortic 
stenosis and insufficiency, patent ductus arteriosus, 
pulmonary stenosis, and septal defects. This should 
prove novel as a teaching method, as well as provid- 
ing a distinctive feature for the book. 

The total impression is that the material is quite 
useful, and it is too bad that the mechanical details 
of editing and production were not managed in a 
more professional manner. 


> DIAGNOSTIC RADIOISOTOPES. By Charles A. Owen, 
Jr., M.D., Ph.D. (Med.), Section of Clinical Pathology, Mayo 
Clinic; and Associate Professor of Clinical Pathology, Mayo 
Foundation Graduate School, University of Minnesota, Roch- 
ester, Minnesota. Cloth. Pp. 425, with illustrations. Price 
$15.75. Charles C Thomas, Publisher, 301-327 East Law- 
rence Avenue, Springfield, Illinois, 1959. 


A subject which was discussed briefly in the June 
JourNAL is most generously expanded for interested 
readers in this new book on the diagnostic use of 
radioisotopes. Unlike many books on the general 
subject, which emphasize basic radiophysics and ra- 
diochemistry, this work is designed for use in clinical 
diagnosis. The material is limited in coverage to 
diagnostic testing, rather than including therapeutic 
testing, partly because of a difference in detecting 
equipment for the two procedures but mainly be- 
cause of a difference in basic concern. Instead of 
emphasizing the biologic effect of radiation, the 
diagnostician emphasizes precise measurement of 
radiation as an agent of quantitation, as is the case 
with any laboratory test. 

The first main section of the book relates to this 
task of precise measurement and details many meth- 
ods for accomplishing it. Other major sections dis- 
cuss the use of radioisotopes in connection with 
metabolism, hematology, localization of tumors, di- 
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agnosis in the gastrointestinal tract and cardiovasey. 
lar system, and some other general applications of 
radioisotopes. There is a section on radiation haz. 
ards and Federal regulations concerning radiation, 
and appendices with tables of physical decay, lists 
of radioactive isotopes, four-place logarithm tables, 
and a nomogram for determining body surface area, 

Established tests are given the most space, and 
those that seem most promising the next priority, 
while newer and incompletely tested procedures are 
only mentioned briefly. The material has the added 
weight of Mayo Clinic testing. The tone of the book 
is both practical and authoritative. 


®» ENCYCLOPEDIA OF MEDICAL SYNDROMES. By 
Robert H. Durham, M.D., F.A.C.P., Physician-in-Charge, Di- 
vision of General Medicine, Henry Ford Hospital, Detroit. 
Cloth. Pp. 628. Price $13.50. Paul B. Hoeber, 49 East 33rd 
Street, New York 16, 1960. 


A dictionary can only define and describe in a brief 
statement the various components of a syndrome. 
Because of the many synonyms employed to desig- 
nate similar conditions, and because some writers 
prefer eponyms while others prefer descriptive terms 
or their synonyms, it is difficult to find material on a 
specific subject even in standard indexes to medical 
literature. This book is designed to mark the half- 
way point between a dictionary and an encyclopedic 
review by supplying brief descriptions of the various 
syndromes, along with key references, and cross-in- 
dexing the synonymous terms. 

The description of each condition averages less 
than a page in length, yet the author’s intention was 
to include historical facts, comments upon heredi- 
tary, congenital, and familial factors as well as the 
usual incidence and sex ratios, detailed clinical 
manifestations, pertinent laboratory and pathologic 
findings, the etiology when known, differential diag- 
nosis, the clinical course, prognosis, and known ther- 
apy and therapeutic results for each syndrome. The 
author has actually succeeded quite well with this 
prodigious assignment, and his work will doubtless 
prove useful to many classes of users. 

This book will likely improve with each succeed- 
ing edition, not only by incorporating new thera- 
peutic developments but by expanding and refining 
the present coverage. It has a unique place, and 
may well become a standard. 


> A TEXTBOOK OF NEUROLOGY. By H. Houston Mer- 
ritt, M.D.; Professor of Neurology, Columbia University; Di- 
rector of the Service of Neurology, Neurological Institute, 
Presbyterian Hospital. Acting Vice President in Charge of 
Medical Affairs and Acting Dean of the Faculty of Medicine, 
Columbia University. Consultant Neurologist, Montefiore 
Hospital, New York. Ed. 2, Revised. Cloth. Pp. 765, with 
illustrations. Price $12.50. Lea & Febiger, Washington 
Square, Philadelphia 6, 1959. 


The revised edition of this textbook is a competitor 
for the title “standard in its field.” Discussions of 
newly described diseases have been added; the dis- 
cussions of pathogenesis and therapy of a number 
of morbid entities have been lengthened; the descrip- 


tions of diseases which have become less important 
have been condensed; and the reference list has been 
brought up-to-date. In addition, the material has 
been rearranged somewhat and the illustrative con- 
tent has been enlarged. This book has more refer- 
ences to clinical reports and experience than is av- 
erage in textbooks. The qualities which made its first 
edition acceptable 4 years ago will no doubt con- 
tinue to make it usable in the future. 


» METALS AND ENGINEERING IN BONE AND JOINT 
SURGERY. By Charles Orville Bechtol, M.D., Professor of 
Orthopedic Surgery and Chairman of Orthopedic Division, 
University of California, Los Angeles; Chairman of Subcom- 
mittee on Testing, Prosthetics Research Board, National Re- 
search Council; Albert Barnett Ferguson, Jr., M.D., Silver 
Professor of Orthopedic Surgery, and Chairman of Ortho- 
pedic Department, University of Pittsburgh; Children’s and 
Presbyterian Hospital Pittsburgh; Consultant, Orthopedic 
Surgery, U.S. Veteran’s Hospital, Oakland, Pittsburgh; St. 
Margaret’s Hospital, Pittsburgh; Green County Hospital, 
Waynesburg; and Patrick Gowans Laing, M.B., B.S., F.R.C.S., 
Assistant Professor of Orthopedic Surgery, University of 
Pittsburgh; Chief of Orthopedic Service, U.S. Veteran’s Hos- 
pital, Oakland, Pittsburgh. Cloth. Pp. 186, with illustrations. 
Price $8.00. The Williams & Wilkins Company, 428 East 
Preston Street, Baltimore 2, 1959. 


_ An attempt at applying the fundamental principles 


of engineering to the problems encountered in the 
use of metallic fixation in orthopedic surgery is rep- 
resented by this volume. A great portion of the book 
is devoted to evaluation of the use of metals, and it 
includes many illustrations of the various devices 
and materials which can be used as well as diagrams 
of their behavior in contact with living tissue. Other 
sections are devoted to a discussion of bone as a 
structure and to the replacement of living tissue. A 
final pair of chapters relates to fracture healing in a 
temporary splint and internal fixation with plates 
and screws. An engineering-orthopedic glossary 
concludes the book. 

This book, so far as we know, is unique in its field 
and should concentrate much information for the 
orthopedic surgeon which has previously been avail- 
able only in widely scattered sources. 


> Ciba Foundation Symposium Jointly with The Interna- 
tional Union of Biological Sciences on BIOCHEMISTRY OF 
HUMAN GENETICS. Editors for the Ciba Foundation: 
G. E. W. Wolstenholme, O.B.E., M.A., M.B., M.R.C.P.; and 
Cecilia M. O’Connor, B. Sc. Cloth. Pp. 347, with illustrations. 
Price $9.50. Little Brown and Company, 34 Beacon Street, 
Boston, 1960. 


The first of the Ciba Symposia to be held outside 
of London was on the topic “Biochemistry of Human 
Genetics.” A group of scientists who met in Naples 
produced this group of papers, which covers many 
aspects of the complex problem. These include gen- 
etical analysis in man; biochemical genetics as illus- 
trated by hereditary galactosemia; cholinesterase 
types; genetical variation and sense perception; the 
genetics of primaquine sensitivity of the erythro- 
cytes; chemical and genetical units of the hemo- 
globin molecule; the genetical control of protein 
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structure, especially the abnormal human hemoglo- 
bins; studies of fetal myoglobin; genetics of the 
plasma protein variants; biochemical aspects of the 
inherited variations in human serum; including hap- 
toglobins and transferrins; some immunochemical 
aspects of the products of the human blood group 
genes; some genetical aspects of the biosynthesis of 
human blood group substances; physiologic genetics 
of human blood factors; general considerations on 
immunogenetics; hereditary gamma globulin groups 
in man; tissue culture; and the mechanism of gene 
action. A general discussion closes the book. 


® PHYSIOLOGY OF SPINAL ANESTHESIA. By Nich- 
olas M. Greene, M.D., Professor of Anesthesiology and Lec- 
turer in Pharmacology, Yale University School of Medicine; 
Director of Anesthesia, Grace-New Haven Community Hos- 
pital. Cloth. Pp. 208, with illustrations. Price $6.00. The 
Williams and Wilkins Company, 428 East Preston Street, 
Baltimore 2, 1958. 


At a time when such an excellent and ideal anes- 
thetic technic as spinal anesthesia is being discredit- 
ed in some parts of the country, and when anesthesi- 
ologists are being deterred from using this method 
by fear of medicolegal consequences, a book such as 
this is indeed welcome. The reviewer hopes that care- 
ful study of this book will help to dissipate an emo- 
tional rejection of the method. 

The author reviews the topic of spinal anesthesia 
from the viewpoint of its physiologic effects and 
limitations. The nine chapters deal with the effects 
of spinal anesthesia on the central nervous system, 
cardiovascular system, pulmonary function, hepatic 
function, renal function, endocrine system, metab- 
olism, obstetric physiology, and the gastrointestinal 
tract. 

There are several interesting and experimentally 
proved statements which can be verified by those 
with long clinical experience in spinal anesthesia. 
The reviewer agrees wholeheartedly with this state- 
ment: “In clinical practice there is no evidence to 
indicate that spinal anesthesia high enough to allow 
high intra-abdominal surgery is accompanied by con- 
centrations of local anesthetics in the ventricular 
fluid great enough to depress either the respiratory 
or vasomotor centers. . . . Elevation of the head or 
reverse Trendelenburg position is one of the most 
frequent preventable causes of sudden death during 
spinal anesthesia.” In the last statement, the author 
is referring to high spinal anesthesia with accom- 
panying hypotension. 

Again, in the chapter on obstetric physiology the 
reviewer finds two statements with which thoughtful 
physicians of experience will no doubt find agree- 
ment: 


Despite the fact that spinal anesthesia has theoretical ad- 
vantages over general anesthesia insofar as the infant’s respira- 
tions are concerned, it is doubtful whether these advantages 
matter when comparison is made between the neonatal death 
rate among full term infants delivered with well managed 
spinal anesthesia and the neonatal death rate in full term in- 
fants delivered under skillfully administered general anes- 
thesia. The type of anesthesia is not of as great importance 
as are high standards of obstetrical and anesthetic care. As 
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a corollary, the type of anesthesia alone cannot compensate 
for poor obstetrical and anesthetic management. . . . Maternal 
deaths due to spinal anesthesia can be prevented, but only 
by full understanding of the pharmacological and physiologi- 
cal principles behind the method. If spinal anesthesia is to 
be safe in obstetrics, it must be given only by those experi- 
enced in the technic. It is doubtful whether the occasional 
anesthetist should administer spinal anesthesia to any patient, 
but they certainly should never do so to pregnant women. 


This book is easily read and thought-provoking, 
and is highly recommended to the specialist in anes- 
thesiology and obstetrics. 

A. A. D.O. 


» SURGERY OF THE PROSTATE. By Henry W. Wey- 
rauch, M.D., F.A.C.S.; Clinical Professor of Surgery (Urol- 
ogy); Chief, Division of Urology, Stanford University School 
of Medicine. Cloth. Pp. 535, with illustrations. Price $15.00. 
W. B. Saunders Company, West Washington Square, Phila- 
delphia 5, 1959. 


A complete resume of technics used for operative 
treatment of the prostate forms the substance of this 
book. The author gives his opinions as to which are 
the best and indicates the circumstances under 
which the less preferable technics might be applied. 
In addition, he has given considerable attention to 
the problems of preoperative and postoperative care 
and particularly to the management of fluid and 
electrolyte balance. Brief discussions of the prob- 
lems encountered by the anesthesiologist are includ- 
ed, and mention is made of intercurrent disease 
where applicable, although no attempt is made to 
treat either of these subjects extensively. Illustrations 
are used and with some point. The book has been 
carefully edited and indexed, and it should prove a 
most valuable addition to the library of the surgeon 
or urologist. 


® INTRACRANIAL CALCIFICATION. By Fermo Mas- 
cherpa, Chief of the X-ray Department, Milan Neurological 
Institute, Milan, Italy; and Vincenzo Valentino, Radiologist 
of the Institute of Semeiological Medicine, Naples Univer- 
sity; Neuroradiologist of the Hospital “A Cardarelli,” Naples, 
Italy. Cloth. Pp. 150, with illustrations. Price $9.50. Charles 
C Thomas, Publisher, 301-327 East Lawrence Avenue, Spring- 
field, Illinois, 1959. 


This book, which is of particular interest to the ra- 
diologist, is probably the only monograph in the 
English language on the subject of intracranial calci- 


fication, although references in periodical literature 
have been numerous in the past. The work is based 
on 153 cases studied at the Milan Neurological Ip. 
stitute, which were verified surgically, pathologic. 
ally, or by means of clinical and laboratory cor. 
roboration. Many roentgenograms and diagrams are 
included in the book, almost all of them extraordj- 
narily fine reproductions. Some aspects of nonpa- 
thologic calcification are discussed briefly, and the 
various manifestations of pathologic nontumoral cal- 
cification are dealt with at length. Emphasis is placed 
on differential diagnosis by means of x-rays, al- 
though some information is given about the condi- 
tions themselves and the pathology involved in each 
case. A list of references containing additional in- 
formation is included, as is a fairly complete index, 


> AIDS TO BACTERIOLOGY FOR NURSES. By E. Joan 
Bocock, S.R.N., S.C.M., D.N. (London), Principal Tutor at 
the Royal Free Hospital, London; formerly Sister Tutor at 
St. Thomas’s Hospital, London; and Katharine F. Armstrong, 
S.R.N., S.C.M., D.N. (London), formerly Sister Tutor at 
King’s College Hospital, London; and Editor of the “Nursing 
Times.” Cloth. Pp. 175, with illustrations. Price $3.00. Bail- 
liére, Tindall and Cox, 7 and 8 Henrietta Street, W.C.2, 
London, 1959. The Williams and Wilkins Company, exclu- 
sive U.S. distributors, 428 East Preston Street, Baltimore 2. 


A new addition to the fine Nurses’ Aids Series has 
been produced, with a purpose of explaining bac- 
teriology to students with particular emphasis on 
its relationship to nursing care. The authors have 
faced the problem of what should be included in 
such a book and arrived at the following answer: 
“If there should be any who think that the book 


goes more deeply into the subject than is necessary 
or desirable, we would say that we thought it better 
to err on the side of giving the nurse the opportunity 
of learning a little more, rather than a little less, of 
a subject which plays such an important part in 
hospital training.” They go on to explain that cer- 
tain of their material, particularly that found in the 
appendices, is suitable for reference rather than 
for memorization. The diseases described were 
chosen because they have been commonly seen by 
the student nurses who have come under their 
tutelage. The book is well illustrated and is very 
complete for its size, and as is characteristic of the 
series, extremely well put together and very 
practical. 


“Breathing 


Exclusive 


Channels”’ 


The new Feed-Rite Nipple eliminates the prob- 
lem of oral vacuum build-up. Three “breathing 
channels” enable the infant to breathe as 
he feeds, making possible a natural, uninter- 
rupted swallowing action. 
Aerophagia is reduced... 
less bubbling is required. 
The nipple, with its extra 
m soft tip and base, adjusts 

to pressure changes which 
regulate the flow to a pace 

most comfortable for 
the infant. Special air vent helps keep formula 
flow constant .. . reduces nipple collapse. 
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Reduce or Eliminate Oral Negative 
Pressure Incidental to Feeding. 


FEED-RITE NIPPLE 
NOW FEATURED ON 
ALL. DAVOL NURSERS: 


FEED-RITE PLASTIC 

FEED-RITE DURAGLAS 

NEW ECONOMY FEED-RITE: 
“Twin Dimple” finger grips 
provide more secure handling. 
Economically priced along 
with other popular nursers. 


RUBBER COMPANY 


PROVIDENCE 2. R.1. 
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you read this 


will have been 


brand of furaltadone 


a “first choice” antimicrobial 


In the 10 months since its introduction, ALTAFuR has effected cures in 75 per cent and im- 
provement in an additional 15 per cent of recorded! cases. These cases included: 


= respiratory infections = wound infections = pyoderma m# abscess 
= E.E.N.T. infections = bacteremia = osteomyelitis 

Altafur is orally effective against the vast majority of common 
infections caused by pathogenic bacteria—including antibiotic- 
resistant staphylococci 

= therapeutic success is outstanding = development of significant bacterial resistance is 


seldom—if ever—encountered = normal intestinal flora is not unfavorably affected = monilial 
overgrowth has never been reported 


For a better index of therapeutic success use Altafur 


Tablets of 250 mg. (adult) and 50 mg. (pediatric), bottles of 20 and 100. 

Average adult dose: 250 mg. four times a day. Pediatric dosage: 22-25 mg./Kg. (10-11.5 
mg./lb.) body weight daily in 4 divided doses. Each dose should be taken with meals, and 
with food or milk at bedtime. Alcohol should not be ingested in any form, medicinal or bev- 
erage, during ALTAFUR therapy and for one week thereafter. 

*Based on a projection of ALTAFuR Tablets dispensed in 10 months since their introduction. 

tCompiled by the Medical Department, Eaton Laboratories, from case histories received. 

NITROFURANS—a unique class of antimicrobials 

EATON LABORATORIES, NORWICH, NEW YORK 3) 


just pour powder 
from 
one packet 


each packet 
is equivalent to 
one rounded teaspoonful 
of Metamucil powder 


all the advantages 
of smoothage therapy 
in the relief and 
correction of constipation 


it’s new 
INSTANT MIX 


METAMUCIL 


MIX 


add cool water 
slowly 
...dt’s instantly 
mixed 


e 
stimulates normal 
peristalsis 


keeps stools soft and 
easy to pass 


induces natural elimination 


e 
promotes regularity 


e 
avoids harsh laxatives 
or purgatives 


it’s new 
INSTANT MIX 
METAMUCIL 
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METAMUCIL 


(brand of psyllium hydrophilic mucilloid) 


convenient, 
premeasured- 
dose packets 


delightful, mild 
lemon flavor 


: c. «co. 


Chicago 80, Illinois 
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After a night of deep, refreshing sleep —this is the promise of Noludar 300. One capsule at 
bedtime acts quickly...eases your patient into sleep without pre-excitement, gives up to 6 or 
8 hours of undisturbed sleep without risk of habituation, without toxicity or even minor side 
effects. Try Noludar 300 for your next patient with a sleep problem. Chances are he’ll tell you 


“I slept like a log” 


NOLUDAR 300 


brand of methyprylon 300-mg capsules 


ROCHE LABORATORIES * Division of Hoffmann-La Roche Inc * Nutley 10, New Jersey 


a steady 
vitamin stream 


all day 


‘Fortespan’ does not releasé a flood of vitamins that is 
quickly dissipated by destruction and excretion. Instead, 
your patient receives a steady stream of vitamins all day 
long after one ‘Fortespan’ capsule in the morning. This 
new method of presenting therapeutic multivitamins is 
designed to provide more efficient utilization and less 
vitamin waste by slowly releasing a continuous supply 
of the water-soluble vitamins over a prolonged period. 
Each capsule contains the following water-soluble vita- 
mins in sustained release form: thiamine mononitrate 


Fortespa 


*Trademark 
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(B,), 6 mg.; riboflavin (B, as the phosphate), 6 mg.; 
pyridoxine HCI (B,), 6 mg.; Vitamin By, 6 mcg.; 
nicotinamide, 60 mg.; pantothenic acid (as dl/-pan- 
thenol), 6 mg. ; and ascorbic acid (C), 150 mg. ‘Fortespan’ 
also contains these fat-soluble vitamins (which are 
readily absorbed and stored and, therefore, are not in 
sustained release form but are present as a larger pellet 
in the colored end of the ‘Fortespan’ capsule): Vitamin 
A, 15,000 U.S.P. Units; and Vitamin D, 1,000 U.S.P. 
Units. Smith Kline & French Laboratories, Philadelphia. 


SMITH 
KLINE 
FRENCH 


brand of high potency multivitamins—therapeutic 
formula—in Spansule® sustained release capsules 
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For the 


irritable 


Milpath acts quickly to suppress hypermotility, 


hypersecretion, pain and spasm, and to allay 


anxiety and tension with minimal side effects. 


AVAILABLE IN TWO POTENCIES 


MILPATH-400—Yellow, scored tablets of 400 mg. Miltown 
(meprobamate) and 25 mg. tridihexethyl chloride. 
Bottle of 50. 


Dosage: | tablet t.i.d. at mealtime and 2 at bedtime. 


MILPATH-200—Yellow, coated tablets of 200 mg. Miltown 
(meprobamate) and 25 mg. tridihexethy] chloride. 
Bottle of 50. 

Dosage: 1 or 2 tablets t.i.d. at mealtime and 2 at bedtime. 


Milpath 


®Miltown + anticholinergic 


(VW WALLACE LABORATORIES New Brunswick, N.J. 
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Beating 
too fast? 
Slow it 
down wit | 


SE od PASI i Serpasil has proved effective as a heart-slowing agent in the | 


: _ (reserpine cisa) following conditions: mitral disease; myocardial infarction; | 
cardiac arrhythmias; neurocirculatory asthenia; thyroid toxicosis; excitement and effort 
syndromes; cardiac neurosis; congestive failure. Serpasil should be used with caution in 


patients receiving digitalis and quinidine. It is not indicated in cases of aortic insufficiency. 
suppLied: Tablets, 0.1 mg., 0.25 mg. (scored) and 1 mg. (scored). Complete information available on request. 


SUMMIT-NEW JERSEY 
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This going hurt! 


A 
lety 


for moderate 
"5 to severe pain... 


fulfills all the 
requirements of 


analgesia 
depth 


relieves pain 

provides analgesia equivalent to that of 
codeine, but without many of its liabilities 
relieves anxiety 

relieves the anxiety that magnifies pain and 
contributes to tension . 

relieves muscle spasm and tension | 
relaxes muscle tension and spasm that add 
pain to pain 


EQuaGesic is highly effective in pain involv- 
ing bones and skeletal muscles, particular- 
ly traumatic and arthritic disorders; head- 
ache, dysmenorrhea, neuritis, and neuralgia. 


EQuAGESIC provides the proved muscle re- 
laxant and antianxiety actions of EQUANIL® 
with the potent analgesic action of 
ZACTIRIN®. 


TABLETS 


Meprobamate and Citrate with 
ic Acid, Wyeth 


Although infrequent, adverse reactions 
to many modern drugs occur. For 
further information on limitations, ad- 
ministration and prescribing of this 
drug, see descriptive literature or cur- 
rent direction circular. A Century 

of Service 


Wyeth Laboratories Philadelphia 1, Pa. to Medicine 
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| GONORRHEA IS ON THE MARCH AGAIN... 


a new timetable for recovery: 


only six capsules of TETREX can cure a male patient with gonorrhea in just one day* 


TETREX CAPSULES. 250 mg. Each capsule contains: 


TETREX (tetracycline phosphate complex equivalent to 
® tetracycline HCI activity) — 250 mg. 

DOSAGE: Gonorrhea in the male—Six capsules of 

TETREX in 3 divided doses, in one day. 


U.8.PAT.NO.2, 791,609 * Marmell, M., and Prigot, A.: Tetracycline phosphate complex in the treat- 
ment of acute gonococcal urethritis in men. Antibiotic Med. & Clin. Ther. 
THE ORIGINAL TETRACYCLINE PHOSPHATE COMPLEX 6:108 (Feb.) 1959. 


BRISTOL LABORATORIES, 
SYRACUSE, NEW YORK 
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irst emphasis is on 
PAIN RELIEF 


in sprains, strains, arthritis, rheumatism 


not only relieves pain but also relaxes taut muscles 
SAFE POTENT FAST 


(carisoprodol Wallace) 


Samples and literature on request 


® 
(ff) WALLACE LABORATORIES, Cranbury, New Jersey 
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The physician listens to a tense, nervous patient 
discuss her emotional problems. To help her, he 
prescribes Meprospan (400 mg.), the only con- 
tinuous-release form of meprobamate. 


She stays calm while on Meprospan, even under 
the pressure of busy, crowded supermarket shop- 
ping. And she is not likely to experience any 
autonomic side reactions, sleepiness or other 
discomfort. 


Relaxed, alert, attentive ...she is able to listen 
carefully to P.T.A. proposals. For Meprospan 
does not affect either her mental or her physical 
efficiency. 


The patient takes one Meprospan-400 capsule at 
breakfast. She has been suffering from recurring 
states of anxiety which have no organic etiology, 


She takes another capsule of Meprospan-400 with 
her evening meal. She has enjoyed sustained 
tranquilization all day —and has had no between- 
dose letdowns. Now she can enjoy sustained 
tranquilization all through the night. 


Peacefully asleep ...she rests, undisturbed by 
nervousness or tension. (Literature on Meprospan 
is available from Wallace Laboratories, Cran- 
bury, N. J.) 
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the aesthetic answer when her problem 
a involves menstrual protection 


Save your valuable 


time by answering 
your patients’ ques- 
tions about menstrual 
hygiene problems 
and other aspects of 
their lives as women. 


Edited by physicians 
—easy to understand 
—anatomically correct 
illustrations. 


among 

the 
contents: 

+ The Reproductive System 
Menstruation 


Pregnancy 
Breast Self-Examination 


“Essence of Womanhood » When To Consult Your Physician 


Order your FREE copies today! — * Pelvic Examination 
+ Vaginal Discharge 


- Difficulties During Menstruation 
Menopause 


PERSONAL PRODUCTS CORPORATION 
Box 602C Milltown, New Jersey 
Please send me: 
“Essence of Womanhood” copies 
A free box of Modess Tampons [] Super ] Regular [j Junior 


Dr. 
Specialty 
Street 

City. Zone. State 


z 

©P-P. CORP. 60 


The standard by which the effectiveness 
of other iron therapy MUST be measured 


MOLIRON 


a specially processed, co-precipitated 
complex of molybdenized iron offering 
all these important advantages: 

@ MORE hemoglobin with @ LESS medication 
in a @ SHORTER period of time @ GREATER 
patient tolerance. @ and . . . costs no more than 
ordinary iron preparations. 

There is a MOL-IRON product for all of your 
patient needs, as listed on pp. 878 to 880 in your 
1960 Physicians Desk Reference. 


1 Erythrocytes 2 Polymorphonuclear Neutrophile 


3Lymphocyte4 Monocyte5 Eosinophile6 Basophile 
White Laboratories, Inc., Kenilworth, New Jersey 
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Cold potato 
hicken leg 
Milk 


Piece of cheese 
ft-over beans... 


cream 
Plain vanilla 
Chocolate and othesi 
Milk sherbet... 
undaes. small chocola 
tee cream sodas, choco 


Chocolate bars. 5¢ siz 

: Plain 

With nuts... . 
“Chocolate covered bar 
Chocolate cream, 
Caramels 
Plain 


Chocolate nut cara 


= 


Fruit —apple, etc 
Custard 
Lemon meringue 


Pie 


ESKATROL* 


brand of dextro amphetamine and prochlorperazine 


SPANSULE® 


brand of sustained release capsules 


is particularly useful in 
overweight patients who 
have exhibited nervousness 
and insomnia on previous 


reducing regimens. 


During more than a year’s clinical testing, 
‘Eskatrol’ demonstrated a remarkably low inci- 
dence of side effects—particularly nervousness and 
insomnia. In one controlled series of more than 
200 overweight patients, nervousness—the most 
frequent complaint with other anti-appetite prep- 
arations—troubled only 5%. Only 4.6% experi- 
enced insomnia—an incidence close to placebo level. 


Formula: Each ‘Eskatrol’ Spansule capsule con- 
tains 15 mg. of Dexedrine® (brand of dextro 
amphetamine sulfate) and 7.5 mg. of Compazine® 
(brand of prochlorperazine, as the dimaleate). 


Dosage: One capsule in the morning. 


R size: Bottles of 30 capsules. 


= 
Ss 10.024 
4 
176 pie | average serving 360 Bb 
| 
FRENCH 
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PLEASES 


CHILI ATTRACTIVE ORANGE COLOR THE NOSE: iTS REFRES® 


a 


! potassium phenethicillin 


(Potassium Penicillin-152) 


higher peak blood levels 
than with potassium penicillin V 


higher initial peak blood levels 
than with intramuscular penicillin G 


increased dosage increases 
serum levels proportionally 


superior to other penicillins 
in killing some staph strains 


A dosage form to meet the individual 
requirements of patients of all ages 
in home, office, clinic and hospital: 


Syncillin Tablets—250 mg. .. . Syncillin Tablets—125 mg. 
Syncillin for Oral Solution —60 ml. bottles—when reconstituted, 
125 mg. per 5 ml. 


Syncillin Pediatric Drops —1.5 Gm. bottles. Calibrated dropper 
delivers 125 mg. 


Complete information on indications, dosage and precautions is 
included in the official circular accompanying each package. 


BRISTOL LABORATORIES, SYRACUSE, NEW YORK 
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AVacation from Hay Fever 
is a Real Vacation 


ANYWHERE ANYTIME 


Just a “poof” of fine NTZ spray 
brings relief in 


SECONDS, FOR HOURS 


NIZ isa potentiated, balanced 
combination of these well known 
synergistic compounds: 
Neo-Synephrine® HCl, 0.5% 

— dependable vasoconstrictor 


pen NASAL SPRAY 
and decongestant. 
Thenfadil® HCl, 0.1% Supplied in 

— potent topical pocket size 

antihistaminic. squeeze bottles of 20 cc. SQ . 

Zephiran® Cl, 1:5000 

— antibacterial wetting 

agent and preservative. 


(| )xthnop LABORATORIES 


New York 18, N. ¥. 
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In listless and lethargic overweight 
patients, ‘Dexedrine’ assures both a 
gentile stimulation that encourages 
normal physical activity and a posi- 
tive, physiologic control of appetite. 


‘Dexedrine’ Tablets (5 mg.), 30 to 60 
minutes before meals, are particularly 
effective in patients who overindulge 
at meals. 


‘Dexedrine’ Spansule® sustained 


release capsules (5 mg., 10 mg., or 15 
mg.), taken in the morning, are par- 
ticularly effective in patients who 


overeat both at and between meals. 
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RAPIDLY BECOMING 

ANTI-ANEMIA THERAPY... 


because... 


Cobalt is the only clinically proved therapeutic agent which enhances the 
formation of erythropoietin, the hormone which regulates erythropoiesis 
in the body.1* 


because... 


Roncovite through the effect of Cobalt-enhanced erythropoietin improves 
iron utilization by activating this normal physiologic process.*4 


because... 


The result is a more rapid and complete hematologic response in the 
anemic patient .. 


because... 


The safety of Roncovite has been thoroughly attested in published litera- 
ture and demonstrated during the administration of over 365 million 


doses.® 10,11 


1. Goldwasser, E.; Jacobson, L. O.; Fried, W., and Plzak, L. F.: Blood 13:55 (Jan.) 1958. 2. Murdock, H. R. Jr.: Am. Pharm. Assoc. 
(Sci. Ed.) 48:140, 1959. 3. Goldwasser, E.; Jacobson, L. O.; Fried, W., and Plzak, L.: Science 125:1085 (May31) 1957. 4.Center, W.M.: 
Clin. Med. 7:713 (April) 1960. 5. Holly, R. G.: Obst. & Gynec. 9:299 (Mar.) 1957. 6. Ausman, D. C.: Journal-Lancet 76:290 (Oct.) 1956. 
7. Flynn, R. T.: Therapy with Cobalt and Iron for Correction of Anemia in Pregnancy, Presented at Michigan and Wayne Co. Acad. 
GP. Postgrad. Clinic, Detroit, Mich., Nov. 11-12, 1959. 8. Tevetoglu, F., and Ozkaragoz, K.: M. Times 86:81 (Jan.) 1958. 9. Craig, P. E.: 
Clin. Med. 6:597 (April) 1959. 10. Hill, J. M.; LaJous, J., and Sebastian, F. J.: Cobalt Therapy in Anemia, Texas J. Med. 51:686 
(Oct.) 1955. 11. Tevetoglu, F.: J. Pediat. 49:46 (July) 1956. 
EACH ENTERIC COATED, 


GREEN TABLET CONTAINS: 


and 


Please write for monograph, 


“The Hormone Erythropoietin.” (Cobalt as Co. 3.7 mg.) & 
Roncovite literature also Ferrous sulfate, exsiccated . .... . + 100mg. 
available on request. DOSAGE: The maximum adult dose of Roncovite-MF is 


one tablet after each meal and at bedtime. 


LLOYD BROTHERS, INC. CINCINNATI 3, OHIO 
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COMPOUND 


(dextro propoxyphene and acetylsalicylic acid compound, Lilly) 


Darvon Compound combines the analgesic action of Darvon® with the anti-inflam- 
matory and antipyretic benefits of A.S.A.® Compound. When inflammation is pres- 
ent, Darvon Compound reduces discomfort to a greater extent than does either 
analgesic given alone. 


Usual dosage: 1 or 2 Pulvules® three or four times daily. 
Also available: Darvon, in Pulvules of 32 and 65 mg. 


Darvon® (dextro propoxyphene hydrochloride, Lilly) 
A.S.A.® Compound (acetylsalicylic acid and acetophenetidin compound, Lilly) 


Et! LIitlhLy ANDB COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 
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Conventions and 


meetings 


American College of General Practi- 
tioners in Osteopathic Medicine and 
Surgery, mid-year clinical meeting, Sher- 
aton-Cadillac Hotel, Detroit, November 
18-20. Executive Secretary, A. J. 
Schramm, 5880 San Vicente Blvd., Los 
Angeles 19. 


American College of Osteopathic In- 
ternists, annual meeting, Denver, Octo- 
ber 6-8. Secretary, Glennard E. Lahrson, 
400 40th St., Oakland 9, Calif. 


American College of Osteopathic Sur- 
geons, annual meeting, Statler Hotel, 
Dallas, Texas, October 30-November 3. 
Executive Secretary, Mrs. E. F. Martin, 
P.O. Box 488, Coral Gables, Fla. 


American Osteopathic Association, 
Sixty-Fourth Annual Convention, 
Muehlebach Hotel, Hotel Aladdin, 
Hotel Phillips, Municipal Audito- 
rium, Kansas City, Mo., July 18- 
22. Program Chairman, Raymond 
L. Ruberg, 4614 Wayne Ave., 
Philadelphia 44. 


Central States Osteopathic Society of 
Proctology, annual meeting, Hotel Olds, 
Lansing, Mich., September 16-18. Pro- 
gram Chairman, Ronald R. Emerick, 
1228 W. Catalpa Dr., Royal Oak, Mich. 
Secretary, Lloyd B. Hoxie, 39011 Harper, 
Mt. Clemens, Mich. 


Eastern States Osteopathic Society of 
Proctology, annual meeting, Hotel Belle- 
vue-Stratford, Philadelphia, November 5- 
6. Program Chairman, J. Irving Schwartz, 
5756 N. Fifth St., Philadelphia 20. Sec- 
retary, LeRoy W. Lovelidge, Jr., 201 E. 
Orange St., Lancaster, Pa. 


Florida, annual meeting, Hotel Robert 
Meyer, Jacksonville, September 26-28. 
Program Chairman, Ralph L. Fischer, 
333 Fourth Ave., Jacksonville Beach. 
Executive Director, Mr. Barton K. Johns, 
5009 Central Ave., Tampa 3. 


Kansas, annual meeting, Town House 
Hotel, Kansas City, Kansas, September 
17-21. Program Chairman, Glen D. Jew- 
ett, Cornwell Bldg., St. John. Executive 
Secretary, Mr. Lloyd L. Hall, 121 E. 8th 
St., Topeka. 


Michigan, annual meeting, Pantlind 
Hotel, Grand Rapids, October 3-5. Pro- 
gram Chairman, A. H. Fuller, 202 Lib- 
erty Life Bldg., Muskegon. Executive 
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In elastic ‘bandages, 8 support "depends 


not only on the quantity of rubber per 
inch, but on its quality and placement. 


B-D ACE bandages contain a specially 
extruded, longer-lasting, heat-resistant 
rubber. Tension supplied by this rubber 
is uniformly distributed, thanks to an 
ideal ratio of cross-to-lengthwise threads. 
This balanced weave provides continu- 
ous uniform support...firmness under 
tension... freedom from bunching. 

BECTON, DICKINSON AND COMPANY 
RUTHERFORD. NEW JERSEY 


RUBBER ELASTIC BANDAGE ess sce 


Secretary, Mr. Floyde E. Brooker, 81 
Glendale, Highland Park 3. 


Missouri, annual meeting, Sheraton- 
Jefferson Hotel, St. Louis, October 12-14. 
Executive Secretary, Mr. Paul D. Adams, 
325 E. McCarty St., Jefferson City. 


Montana, annual meeting, Glacier Park 
Lodge, East Glacier Park, August 5-6. 
Program Chairman, C. G. Sundelius, 7-9 
K-M Bldg., Kalispell. Secretary, Donald 
oe Schmidt, 506 26th St., N., Great 

alls. 


Ohio, refresher course, Hotel Cleve- 
land, Cleveland, October 22-23. Execu- 
tive Secretary, Mr. William S. Konold, 
53 W. Third Ave., Columbus 1. 


Oklahoma, annual meeting, Biltmore 
Hotel, Oklahoma City, November 1-3. 
Program Chairman, Ernest T. Ross, 420 
Commerce Bldg., Okmulgee. Executive 
Secretary, Mr. Walter L. Gray, 210-12 
Braniff Bldg., Oklahoma City. 


Osteopathic College of Ophthalmology 
and Otorhinolaryngology, annual meet- 
ing, Brown Palace Hotel, Denver, Sep- 
tember 26-28. Executive Secretary, Ar- 
thur A. Martin, Box 472, Kirksville, Mo. 


Pennsylvania, annual meeting, Shera- 
ton Hotel, Philadelphia, November 17- 
19. Program Chairman, Charles Lichten- 
walner, Jr., 379 Chestnut St., Pottstown. 
Executive Secretary, Mr. Thomas M. Fo- 


garty, 1941 Market St., Harrisburg. 
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world-wide evidence favors 
Furoxone for bacterial diarrheas 


In Egypt, Furoxone® effective against shigella 
slrains now resistant to other antimicrobials 


Cairo investigators administered FuROXoONE for one week to 37 patients with shigellosis, reported 
all 37 clinically cured, 35 free of shigella prior to completion of FUROXONE therapy. 


FuROXONE was tested in light of evidence that shigella strains resistant to sulfonamides, tetra- 
cyclines and chloramphenicol now exist. Observations: “All shigella isolated were sensitive in 
vitro to [FuROXxONE }”. Clinically, FUROXONE “significantly reduces the duration and severity of 
the diarrhea and effects bacteriological cure . . . . The absence of toxic or side effects gives 
[ FuROXxONE] an advantage not possessed by the other drugs in current use.” 

Musgrave, M. E., and Arm, H. G.: Antibiotic Med. & Clin. Therapy 7:17 (Jan.) 1960. 
FUROXONE LIQUID: a pleasant orange-mint flavored suspension containing FuRoxoNE 50 mg. per 15 cc., with kaolin 


and pectin m for patients of all ages (may be mixed with infant formulas, passes through a standard nursing nipple) 
= Supply: bottles of 240 cc. FUROXONE TABLETS: 100 mg., scored, bottles of 20 and 100. 


DOSAGE: should provide (in 4 divided doses) 400 mg. daily for adults, 5 mg./Kg. daily for children. 


FUROXONE 


THE NITROFURANS —a unique class of antimicrobials EATON LABORATORIES, NORWICH, NEW vorx @ 
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Western States Osteopathic Society of 
Proctology, annual meeting, Statler Hil- 
ton Hotel, Los Angeles, October 24-26. 
Program Chairman, Francis M. Neff, 
2800 Pacific Ave., Long Beach 6, Calif. 
Secretary, Marcus S. Gerlach, 2015 State 
St., Santa Barbara, i 


West Virginia, midyear meeting, 
Greenbrier Hotel, White Sulphur 
Springs, October 16-18. Refresher course, 
October 17-18. Program Chairman, Al- 
bert Molisky, 570 Main St., Follansbee. 
Executive Secretary, Mr. Gilbert D. 
Brooks, 313 Berman Bldg., Charleston 1. 


State and 


national boards 


Arizona Those interested in pro- 
fessional examinations should contact 
Russell Peterson, D.O., secretary, Osteo- 
pathic Board of Registration and Exam- 
ination in Medicine and Surgery, 2747 
E. McDowell Rd., Phoenix. 

Basic science examinations September 
20. Address Herman E. Bateman, Ph.D., 
secretary, State Board of Examiners in 
the Basic Sciences, University of Ari- 
zona, Tucson. 


Arkansas basic science examinations 
October 20-21. Address Mr. A. W. Ford, 
commissioner, Department of Education, 
Little Rock. 


Colorado basic science examina- 
tions September 7-8. Applications must 
be filed by August 24. Address Esther 
B. Starks, D.O., secretary, Basic Science 
Board, 1459 Ogden St., Denver 18. 


Connecticut basic science examina- 
tions October 8. Address Miss M. G. 
Reynolds, executive assistant, State Board 
of Healing Arts, 110 Whitney Ave., New 
Haven 10. 


Hawaii For information on exam- 
ination dates write to Richard Y. Ko- 
dama, D.O., secretaty, Board of Osteo- 
pathic Examiners, 826 Keeaumoku St., 
Honolulu 14. 


Illinois examinations October 11-13 
at 160 N. LaSalle St., Chicago. Applica- 
tions must be filed by the middle of 
September. Address Mr. Frederic B. 
Selcke, superintendent, Department of 
Registration and Education, Capitol 
Bldg., Springfield. 


Iowa basic science examinations 
October 11 at the Capitol Building, Des 
Moines. Address Elmer W. Hertel, Ph.D., 
secretary, Board of Basic Science Exam- 
iners, Wartburg College, Waverly. 


Maryland examinations in October. 
Address Christopher L. Ginn, D.O., sec- 
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Metamine® Sustained helps 
you dilate the coronaries 


METAMINE SUSTAINED (triethanolamine trinitrate biphosphate, 10 mg., in a unique 
sustained-release tablet) is a potent and exceptionally well tolerated coronary 
vasodilator. Pharmacological studies at McGill University demonstrated that 
METAMINE “exerts a more prolonged and as good, if not slightly better coronary 
vasodilator action than nitroglycerin . . . ”’! Work at the Pasteur Institute established 
that METAMINE exerts considerably less depressor effect than does nitroglycerin.” 
Virtually free from-nitrate side effects (nausea, headache, hypotension), METAMINE 
SUSTAINED protects many patients refractory to other cardiac nitrates,’ and, given 
b.i.d., is ideal medication for the patient with coronary insufficiency. Bottles of 
50 and 500 tablets. Also: METAMINE, METAMINE WITH BUTABARBITAL, METAMINE 
WITH BUTABARBITAL SUSTAINED, METAMINE SUSTAINED WITH RESERPINE. 


1, Melville, K. I., and Lu, F. C.: Canadian M.A.J., 65:11, 1951. 2. “ovet, D., and Nitti-Bovet, 
F.: Arch Internat. de pharmacodyn. et therap., 83:367, 1946. 3. Fuller, H. L., and Kassel, L. E.: 
Antibiotic Med. & Clin. Therapy, 3:322, 1956. 


Shes Leeming New York 17,N.Y. 


in coronary insufficiency 


*Patent applied for 


retary, State Board of Osteopathic Ex- 
aminers, 19 W. Mulberry St., Balti- 
more l, 


Michigan basic science examina- 
tions October 14-15. Applications must 
be filed 2 weeks in advance. Address 
Mrs. Anne Baker, secretary, State Board 
of Examiners in the Basic Sciences, 116 
Mason Bldg., Lansing. 


Minnesota appointed to the State 
Board of Osteopathic Examiners is Clif- 
ford F. Dartt, D.O. At a subsequent 
meeting he was elected secretary-treasur- 
er, and Robert Clark, D.O., and E. C. 
Goblirsch, D.O., were elected president 
and vice president, respectively. 

Basic science examinations October 4. 
Applications must be filed by September 


10. Address Raymond N. Bieter, M.D., 
secretary, State Board of Examiners in 
the Basic Sciences, 105 Millard Hall, 
University of Minnesota, Minneapolis 14. 


Montana _ examinations September 6. 
Address Warren E. Monger, secretary, 
State Board of Osteopathic Examiners, 
Box 64, Dillon. 


Nebraska basic science examina- 
tions October 4-5. Address Mr. R. K. 
Kirkman, director, Bureau of Examining 
Boards, Department of Health, State 
Capitol Bldg., Lincoln 9. 


New Hampshire examinations Sep- 
tember 14-17. Address Edward W. Col- 
by, M.D., secretary, State Board of Reg- 
— in Medicine, State House, Con- 
cord. 
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NIAMID 


brand of nialamide 


the mood brightener 


...helps her bear chronic disease 
more cheerfully 


When chronic disease is complicated by depression, NIAMID often gives 
the patient a more cheerful outlook, with improved appetite and increased 
sense of well-being. 


Although NIAMID has proved to be an unusually well tolerated antidepressant, the 
possibility of hepatic reactions should be kept in mind, especially where these is a 
history of liver disease. 


More than 500,000 prescriptions in many clinical 
conditions— more than 90 published papers. 


Supplied as 25 and 100 mg. scored tablets, Professional Information Booklet available 
on request from the Medical Department, Pfizer Laboratories, Brooklyn 6, N. Y. 


Science for the world’s well-being™ 
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237 cc. (8 fl. 07.) No. 3177X 


CREMOMYCIN, 


SUCCINYLSULFATHIAZOLE— 
NEOMYCIN SUSPENSION’ 
with PECTIN and KAOLIN 


CAUTION: Federal law. probibi 


Merck Sharp & Dohme 
Division of Merck & Co., inc. 
Phitadeiphia, Pa. 


Cremomycin, provides rapid relief of virtually all diarrheas 


NEOMYCIN—rapidly bactericidal against most intestinal pathogens, but relatively ineffective against 
certain diarrhea-causing organisms. 

SULFASUXIDINE, (succinylsulfathiazole )—an ideal adjunct to neomycin because it is highly effective 
against Clostridia and certain other neomycin-resistant organisms. 

KAOLIN AND PECTIN—Coat and soothe the inflamed mucosa, adsorb toxins, help reduce intestinal hyper- 
motility, help provide rapid symptomatic relief. 

For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


Qe MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INC. PHILADELPHIA 1, PA. 


AND SUL ARE OF MERCK & CO., INC. 
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Mellaril 


THIORIDAZINE HC! 
specific, effective tranquilizer 


provides highly effective tranquilization, 
relieves anxiety, tension, nervousness, 


but is virtually free of such toxic effects as 
jaundice 
Parkinsonism 
blood dyscrasia 
dermatitis 


how does Mellaril differ from other potent tranquilizers? 
aa 

me 


greater speciticity of tranquilizing 
action results in fewer side effects 


_tranquilization 


Virtual freedom of Mellaril 
from major toxic effects is 
due to greater specificity — 
of tranquilizing action 
—divorced from such 
“diffuse” effects as anti- 
emetic action. 


“The most striking aspect of thioridazine [MELLARIL] therapy is the poverty 
of side-effects.” 


“In conclusion it may be said that thioridazine is at least as effective in 
relieving psychiatric illness as other drugs of its class. On a milligram for 
milligram basis it has the same order of potency as chlorpromazine. In 
its low incidence of side-effects and toxicity, it is superior to all other 
tranquilizing drugs tested. For this reason it is well tolerated by patients, 
particularly those who are not hospitalized and who frequently discontinue 
their medication with other drugs because of dizziness, sleepiness, increased 
tension, or Parkinsonism.”* 


Supply: MELLARIL Tablets, 10 mg., 25 mg., 100 mg. 


SANDOZ 


*Kinross-Wright, J.; Newer phenothiazine drugs in treat t of nervous disorders, J.A.M.A. 170:1283, duly 11, 1959, 
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Since its anti- inflammatory properties 
were first noted in Geigy laboratories 10 
years ago, time and experience have 
\\teadily fortified the position of 
Butazolidin as a leading nonhormonal 
anti-arthritie agent. in both 
chronic and acute forms of f arthritis, 
Butazolidin is noted for its striking 

effectiveness in relieving pain, 
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New Jersey examinations October 
18-21. Applications must be filed by 
September 28. Address Mr. Michael E. 
H. Sweeney, administrative secretary, 
State Board of Medical Examiners, 28 
W. State St., Trenton 8. 


New Mexico __ basic science exam- 
inations October 16. Address Mrs. Mar- 
guerite Cantrell, secretary, Board of Ex- 
aminers in the Basic Sciences, Box 1522, 
Santa Fe. 


Oregon applications for reciprocity 
will be considered in October. Address 
Mr. Howard I. Bobbitt, executive secre- 

, State Board of Medical Examiners, 
609 Failing Bldg., Portland 4. 


Puerto Rico examinations Septem- 
ber 6. Address Mr. Joaquin Mercado 
Cruz, secretary, Board of Medical Ex- 
aminers, Department of State, Box 3271, 


San Juan. 


Rhode Island examinations October 
6-7 at Providence. Address Mr. Thomas 
B. Casey, Administrator of Professional 
Regulation, 366 State Office Bldg., Provi- 
dence. 

Basic science examinations August 10 
at Room 366, State Office Bldg., Provi- 
dence. Applications must be filed 2 
weeks in advance. Address Mr. Casey. 


South Dakota examinations July 
19-20. Address Mr. John C. Foster, ex- 
ecutive secretary, State Board of Medical 
and Osteopathic Examiners, Room 300, 
First National Bank Bldg., Sioux Falls. 


Tennessee examinations in Febru- 
ary and August at Nashville. Address M. 
E. Coy, D.O., secretary, Board of Exam- 
ination and Registration for Osteopathic 
Physicians, 1226 Highland, Jackson. 

Basic science examinations given every 
3 months. Address O. W. Hyman, M.D., 
secretary, Board of Basic Science Ex- 
aminers, 62 S. Dunlap, Memphis 3. 


Utah examinations September 18- 
24. Applications must be filed 10 days 
prior to examination. Address Mr. Frank 
E. Lees, director, Registration Division, 
Department of Business Regulation, State 
Capitol, Salt Lake City 14. 

West Virginia examinations in Oc- 
tober. Address Donald C. Newell, D.O., 
secretary, State Board of Osteopathy, 
137% Main St., Oak Hill. 


Wisconsin examinations in October. 
Applications must be filed 2 weeks prior 
to examination. Address Thos. W. Tor- 
mey, Jr., M.D., secretary, State Board of 
Medical Examiners, Room 28, 115 So. 
Pinckney St., Madison 2. 

Basic science examinations September 
9, Room 145, Birge Hall, University of 
Wisconsin, Madison. Applications must 
be filed by August 31. Address Mr. W. 
H. Barber, secretary, State Board of Ex- 
aminers in the Basic Sciences, 621 Ran- 
som St., Ripon. 


Wyoming examinations October 3 
at Cheyenne. Address James W. Samp- 
son, M.D., secretary, State Board of 
Medical Examiners, State Office Bldg., 
Cheyenne. 
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Whenever you accept the in- 
accuracy of bloodpressure instru- 
ments, you jeopardize all standards. 
You stand alone . . . apart from 
the benefits of clinical research 
findings and with only a compro- 
mised view of therapeutic results. 
Accuracy is specific; inaccuracy is 
vague. 

In bloodpressure measurement, 
only the mercury-gravity sphygmo- 
manometer can give you perma- 
nent accuracy. It operates on the 
force of gravity which never 
changes, never fails. There are no 
mechanical links between measure- 


S.A. 1613 


ACCURACY HAS NO QUALIFICATION 
. . . inaccuracy no limit 


ment and indication. What you 
see, you can believe. 


Because of this dependable ac- 
curacy, the Baumanometer® is by 
far the most widely used sphygmo- 
manometer in the medical field 
today. The Baumanometer offers 
lifetime service, lifetime accuracy 
. . . and a lifetime guarantee 
against glass breakage. 

The trim Kompak Model 
Baumanometer (shown above) is 
ideal for bedside or deskside...light 
enough to go everywhere... Your 
surgical instrument dealer will 
gladly show it to you. 


... everyone respects the pursuit of accuracy 
® 


... use the Raumanomeler 


W. A. BAUM CO. INC. 
Copiague, Long Island, New York 
Since 1916 Originator and Maker of Bloodpressure Apparatus Exclusively 


Examination 


by National Board 


The National Board of Examiners for Os- 
teopathic Physicians and Surgeons, Inc. 
conducts Parts I and II of its examina- 
tions on the first Thursday and Friday of 
each May and December at the six ap- 
proved colleges. Application blanks may 
be obtained from the secretary of the 
Board or the dean of the college, and the 
completed application blank, together 
with check for the part to be taken, must 
be in the secretary’s office by the No- 
vember 1 or April 1 preceding the ex- 
amination. 


Examinations in Part I consist of anat- 
omy, including histology and embryol- 
ogy; physiology; physiological chemistry; 
general pathology; and bacteriology, in- 
cluding parasitology and immunology. 

Part II consists of examinations in sur- 
gery, including applied anatomy, surgical 
pathology, and surgical specialties; neu- 
rology and psychiatyy; public health, in- 
cluding hygiene; medical jurisprudence; 
obstetrics and gynecology; pediatrics; os- 
teopathic principles, therapeutics, includ- 
ing pharmacology and materia medica. 

Part III is an oral and practical ex- 
amination given under the supervision of 
a chief examiner who is a member of the 
Board and by a panel of associate ex- 
aminers, Subjects covered in Part III are: 
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For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 
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“has a more prompt, more potent and more prolonged 

effect than the vitamin K analogues. ... Its reliability in 
(ee treating undue hypoprothrombinemia from anticoagulant 
therapy is of particular importance. [Mephyton]} can be 
depended on to reverse anticoagulant-induced. hypopro- 
thrombinemia to. safe levels whether bleeding 15 only 
potential or actually has occurred.” eis 


Council on Drugs: New and Nonofficial Drugs, : 
Philadelphia, J:.B. Lippi ott Co,, 1959, 


Supply: Tablets 5 mg., bottles of 100, Emulsion, 1-cc. ampuls 
containing 10 mg. and 50 mg. perce, boxes of 6 ampuls. 


MEPHYTON 1% A TRADEMARK OF MERCK & cO., IHC. 


GP MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc, PHILADELPHIA 1, PA. 
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“TOMOGENIZATION? 
My word, | 


I'm an expert!” 


Goats are expert homogenizers—they break up globules of 
milk fat into minute particles. That is why goat’s milk is 
digested more easily than cow’s milk. 

So if you had a goat, and if you could get your goat to 
produce vitamin tablets instead of milk, the tablets would 
have all the advantages of homogenization. But there is an 
easier way—simply use Homagenets. 

The homogenization process* used in making Homagenets 
breaks up oil- and water-soluble vitamins into microscopic 
particles approximately 1/100th the size found in ordinary 
vitamin tablets. This small particle size speeds absorption 
and improves utilization, eliminating the need for wasteful 
excess dosage. ** 

Your patients will like Homagenets because homogeniza- 
tion masks unpleasant taste, making Homagenets so palat- 
able they can be chewed like candy or swallowed with no 
“fishy burp.” 

Homagenets are available in five formulas: 

Prenatal, Pediatric, Aoral, Geriatric and Therapeutic. 
Write for samples and detailed literature. 


*U.S. Pat. Nos. 2676136, 2841528 
**Lewis, et al.: Pediat. 5:425 


HOMAGENETS 


the homogenized vitamins in solid form 


THE S. E. IMI assencite COMPANY 


Bristol, Tennessee e New York e Kansas City e San Francisco 


omy; physiology; pathology; osteo- 
therapeutics and phar- 
macology; surgery; ophthalmology and 
otorhinolaryngology; obstetrics and gyne- 
cology; physical and clinical diagnosis; 
public health and communicable diseases. 
These are oral examinations which the 
candidate may take after having satisfac- 
torily completed the first six months of a 
1 year internship in a hospital approved 
by the American Osteopathic Association 
for intern training. Part III is given an- 
nually. 
All candidates who are now serving an 
internship may file an application for 
Part III when 6 months of the internship 
have been completed. All others eligible 
for Part III whose internship of 1 year 
has been completed may file at any time. 
All applications must reach the office of 
the secretary not less than 30 days prior 
to the examination. 

All candidates are reminded that the 
examinations must be completed within a 
period of 7 years. Candidates who took 
Part I in 1954 must take Part III in 1961 
or forfeit the right to complete the ex- 
aminations. 

The dates of the 1961 Part III exam- 
inations will be announced in the No- 
vember issue of THE JOURNAL and THE 
ForuM. 

Eligibility requirements are as follows: 
Part I, satisfactory completion of the first 
2 quarters or trimesters of the sophomore 
year in an approved school of osteopathy; 
Part II, satisfactory completion of Part I 
and of the first two quarters or trimesters 
of the senior year in an approved osteo- 
pathic college; Part III, satisfactory com- 
pletion of Part II and at least 6 months 
of a l-year internship approved by the 
American Osteopathic Association. 

Applications must be filed with the 
secretary of the Board not less than 30 
days prior to the examination dates. 

Address all communications to Paul 
van B, Allen, D.O., secretary, 4425 N. 
Meridian St., Indianapolis 8. 


Reregistration 
of osteopathic licenses 


Within 60 days after July 1—Indiana, 
$5.00 residents; $10.00 non-residents. 
Address Miss Ruth V. Kirk, executive 
secretary, State Board of Medical Regis- 
tration and Examination, 538 Knights of 
Pythias Bldg., Indianapolis 4. 


September 1—Nebraska, $3.00. Ad- 
dress Mr. R. K. Kirkman, Director of 
Bureau of Examining Boards, State De- 
partment of Health, Lincoln 9. 


September 1—Ohio, $2.00. Address 
James O. Watson, D.O., 111 West Third 
Ave., Columbus 1. 
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Triple Therapeutic Results 
in Urinary Infections with ... 


URAN 


@ RAPID SYMPTOMATIC RELIEF 
@ IDEAL URINARY ANTISEPSIS 
© BACTERICIDAL—BACTERIOSTATIC 


Uran tablets, by rapid urine acidification with sodium 
acid phosphate, permit methenamine and mandelic 
acid to quickly destroy or inhibit the growth of bac- 
teria. The pain and spasm of urinary tract inflamma- 
tion are relieved; turbid, fetid urine is usually cleared; 
and the burning associated with antibiotic therapy is 
eliminated. 


Uran contains therapeutic agents widely recognized in 
urology. No undesirable side reactions have been re- 
ported in 18 years’ experience, and the tablets are non- 
toxic. For results in a Nifficult problem—prescribe Uran. 


Each enteric coated tablet contains: 
Methenamine 2 gr. 
Calcium Mandelate 2 gr. 
Sodium Acid Phosphate 8 gr. 


Dosage: Depending on severity of conditions, one or 
two tablets may be given four times daily with one-half 
glass of warm water—taken on an empty stomach, one- 
half to one hour before meals. 


Contraindications: Uran tablets should not be given 
when kidney function is known to be impaired. 


Supplied: Bottles of 100, 500 or 1000 tablets. 


WILCO LABORATORIES, INC., 


Artificial limbs 
for children* 


Wilma Gurney, Medical Social Worker, 
Assistant Research Social Worker, 

Child Amputee Prosthetic Project, 
University of California, Los Angeles 


At what age can a child be fitted with an 
artificial limb? Is it practical financially 
to fit growing children with prostheses? 
Why do some children make good use of 


*Reprinted from California’s Health, March 15, 
1960. 


artificial limbs and others discard them? 
How does a child learn to make effective 
use, of a prosthesis? 

For a number of years these questions 
and many others have been pursued by 
the Child Amputee Prosthetics Project 
(CAPP) of the University of California 
at Los Angeles. The Federal Children’s 
Bureau has assisted in seeking answers 
to these many questions by providing a 
yearly grant of money to the University 
through the California State Department 
of Public Health. 

In order to find solutions to the ques- 
tions mentioned above we had to have 
some notion of the problem with which 
we were dealing. Through experience 
we have come to view the child with an 
amputation as presenting a multi-faceted 
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for arthritic 


SOMACcOor 


eases pain - reduces inflammation - relaxes muscle 


More complete freedom from pain 


Increased range of 
comfortable activity 


With reduced steroid dosage 


New therapy for acute and chronic arthritics, offering: 


Effective analgesic /muscle relaxant action with unique Soma™ jf 


rapid analgesic action provides long-lasting pain relief at 


pain eases 
rest and in motion. 


prompt muscle relaxant action relieves muscle spasm and 


muscles relax f 
protects against spasm-induced disabilities. 


Potent anti-inflammatory action with trusted prednisolone 


reliable anti-inflammatory action reduces swelling, tender- 
ness, stiffness and pain, with reduced steroid dosage for 
inflammation safer long-term use. 


continuous anti-inflammatory action halts inflammation- 


induced joint damage. 


USUAL DOSAGE: One or two Somaconrt tablets four times daily. 


SUPPLIED: As white, scored tablets each containing 350 mg. SOMA (carisoprodol) and 2 mg. prednisolone. 
Bottles of 50. 


(carisoprodol, Wallace, with prednisolone) 


® 
Free literature and samples on request. | WALLACE LABORATORIES, Cranbury, N. J. WJ 
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clinically tested > 
ethically promoted > 
safe and effective > 
easy to use > 


maximum assurance > 


against recurrence and 
adverse reactions 


WRITE for PROFESSIONAL 
SAMPLE and LITERATURE 


AVAILABLE 
ot pharmacies or direct 
in 4 and 8 fluid ounces 


12850 Mansfield Avenue 


SHIELD LABORATORIES 


PSORIASIS 


distressing 


to the patient 


perplexing 


to the doctor 


COMPOSITION 
RIASOL contains 0.45% Mercury chemically com 
bined with soaps, 0.5% Phenol, 0.75% Cresol, 


Dept. OA-660 
° Detrcit 27, Michigan 


problem. Linked together and interact- 
ing with each other are physical, me- 
chanical, learning, emotional, and social 
facets of the amputation-prosthetics prob- 
lem. Consequently, no one discipline or 
person can cope with this problem inde- 
pendently. The treatment of the amputee 
requires the knowledge, skill, and expe- 
rience of a variety of disciplines working 
in close cooperation. The CAPP inter- 
disciplinary group includes personnel 
from pediatrics, orthopedics, occupation- 
al and physical therapy, engineering, 
prosthetics, psychology, and social work. 

It has been found that a prosthesis 
could be checked out for its mechanical 
efficiency, but the child and his family 
had to be motivated to use it in order to 
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test out its functional effectiveness as 
well as its mechanical efficiency. Train- 
ing methods that would utilize the learn- 
ing patterns of children had to be linked 
with the mechanical device and the emo- 
tional readiness to take on this task. An 
inefficient mechanical device could frus- 
trate the learner and defeat the efforts 
of the trainer. On the other hand a me- 
chanically efficient device produced little 
benefit when the patient and family 
showed a lack of readiness to accept the 
device and the training program. 


FAMILY-CENTERED PROGRAM 


As we looked at the child we knew his 
world of work, play, and support was 
centered largely in his family. Therefore 


the appropriate testing ground for equip. 
ment and learning was in daily living 
activities within his home and his com. 
munity. In essence the CAPP uses the 
family as the base or laboratory for the 
testing of mechanical equipment and 
training methods. In order to have the 
family as such a base, the Project’s clin. 
ical practice is organized to involve the 
family in the total prosthetics program, 
The child is not hospitalized, but lives at 
home or with his parent in a nearby 
motel during the time his presence jg 
needed at the Project. The prosthetics 
program for the patient and his family 
can be described as a continuum involy. 
ing three stages: Preparatory Work-up, 
Fitting-Training Sequence, and Follow. 
up Supervision and Evaluation. 

The child amputee and his family are 
accepted for preparatory work-up when 
appropriate and desired by the parents, 
Referrals come from the parents, school 
personnel, physicians, and Crippled Chil- 
dren Services. During the preparatory 
work-up each of the disciplines completes 
an evaluation in keeping with his special 
field. At the same time, the child and 
his parents learn about the program and 
their responsibility for participation in it. 
If the staff, child and parents concur 
that a prosthesis will be advantageous to 
his development, a prescription is writ- 
ten. If any of those involved believe the 
fitting of a prosthesis will not prove ad- 
vantageous at that time, the factors con- 
tributing to this decision are considered 
and a prosthesis may not be prescribed. 
Modification of attitudes, physical ther- 
apy, or surgical procedures may be nec- 
essary steps before a prosthesis would be 
beneficial. The nature of the amputation 
may be such that a prosthesis would not 
provide sufficient assistance to warrant 
the child’s wearing an artificial device. 
Partial hands fall most frequently into 
this area, and surgical revision at that 
time or at a later time may be recom- 
mended. 


After the prosthesis has been fabricat- 
ed, it is checked out for its mechanical 
efficiency by the Project’s prosthetist, 
therapist, and physician. Immediately 
following this the parents and child are 
introduced to the function and care of 
the prosthesis by the occupational or 
physical therapist. Although it is the 
child who will be making use of the 
prosthesis, it has been found essential for 
the parents to have understanding of its 
function and limitations. When the par- 
ents have a realistic understanding of 
the prosthesis as an assistive device for 
their child, they can have appropriate 
expectations for his performance. The 
securing of a prosthesis is a new expe- 
rience for the parents as well as the 
child. At the Child Amputee Prosthetics 
Project the social worker assists the par- 
ents to anticipate and plan for situations 
that will ease the transition from use of 
the stump to use of the prosthesis. At 
the same time the occupational or physi- 
cal therapist introduces activities in keep- 
ing with the child’s developmental needs. 
The brothers and sisters of the patient 
are encouraged to participate in some 
portions of the training sessions. Through 
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‘< inclusion they learn that training is 
sa necessarily a special play period for 
the patient, and that they also have an 
important function in the prosthetic pro- 

_ The family provides the first test- 
ing ground for acceptance of the child 
wearing a prosthesis. Experiencing ac- 
ceptance within the family can give the 
child greater ability to meet people and 
situations outside the family. Question- 
able acceptance of the use of prosthesis 
within the family ill prepares the child 
for functioning in a two-handed world. 


FOLLOW-UP AFTER INITIAL TRAINING 


After a concentrated period of initial 
training that may be from five to fifteen 
or more sessions (depending on the com- 
plexity of the prosthetics problem), the 
child continues to receive regular train- 
ing on a less concentrated basis. This 
training is carried out in the child’s own 
community, and the therapist is an ex- 
cellent liaison with the family, the school, 
and with the Child Amputee Prosthetics 
Project. Follow-up evaluations are sched- 
uled regularly at the Project at which 
time new mechanical components may be 
introduced or changes in training meth- 
ods recommended. 

The social worker, psychologist, and 
physician provide such services as are 
essential for the child and his family to 
make the best use of the total prosthetics 
program, but no attempt is made to sup- 
plant regular or comprehensive medical, 
social, or psychological treatment pro- 
grams. 


VARIOUS APPROACHES USED 


With a clinical practice that includes 
a comprehensive preparatory work-up 
and a consistent and sustained follow-up, 
it has been possible to observe and test 
out a variety of approaches to the child 
with an amputation. It is now the prac- 
tice to fit the child with a shoulder dis- 
articulation type of amputation when he 
is able to maintain independent standing 
balance. For those children having above 
or below elbow amputations, it is the 
practice to fit them when they can sit 
independently. For the child with a leg 
amputation, the prosthesis is introduced 
when he shows desire to pull himself up 
to standing position. It has been noted 
when circumstances have prevented fit- 
ting the child when he shows this desire 
to pull himself up that there may be 
considerable lag in his learning to make 
use of the leg. It would appear that 
when the height of the drive to stand has 
passed, he goes through a period of con- 
tentment with remaining on the floor. In 
all of the learning patterns that have 
been observed in making use of both 
upper and lower prostheses, there is a 
sequence which is comparable to the 
learning patterns of children without am- 
putations. Taking advantage of natural 
learning patterns has been the key to 
prosthetic training. 

When children have lost a limb 
through accident or surgical necessity, 
fitting and training should be introduced 
as soon as medically permissible. The 
shorter the interval of time between loss 
and fitting, the less unlearning will have 
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quietly calming 


You can prescribe gentle 
control of blood pressure with 


BUTISERPINE 


Butiserpine contains just enough reser- 
pine (0.1 mg. per tablet or teaspoonful) 
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Butiserpine Tablets, Elixir, 
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McNEIL) 


McNEIL LABORATORIES, INC. 
Philadelphia 32, Pa. 


to take place. The unlearning includes, 
not only the way a person adapts to do- 
ing without a limb, but also the way he 
develops attitudes and thinking about 
himself. 


ADJUSTMENT WITH GROWTH 


It had been assumed that prostheses 
would have to be re-fabricated frequent- 
ly for a growing child. It has been prov- 
en, however, that an upper-extremity 
prosthesis fitted on a seven- or eight- 
months-old infant can be retained and be 
useful for at least two years. When fitted 
at that age the infant has “baby fat” 
which changes into firm tissue, and the 
circumference remains relatively the 
same. At CAPP the infant is first fitted 


with a small plastic-covered hook (Dor- 
rance 12P), which is later replaced at 
about two years of age with a larger 
plastic-covered hook (Dorrance 10P). 
The larger hook adds length to the arti- 
ficial arm and remains in proportion to 
the length of the sound arm. It also in- 
creases the size of grasp essential for a 
greater variety of activities. The plastic 
sockets for all the prostheses are made 
thicker than is necessary for strength, 
allowing room for sandirig out to take 
care of increased circumference growth 
of the stump. Larger sized hooks again 
compensate for lineal growth of the 
sound arm. 

Lower extremity prostheses require 
rather precise fitting and may have to 
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be altered more frequently than upper 
extremity prostheses. However the use 
of liners has tended to reduce the num- 
ber of changes due to circumference 
growth. A number of measures are under 
investigation to add length to the arti- 
ficial leg without requiring complete 
re-fabrication. 


NEW DEVELOPMENTS STIMULATED 


New developments in the design and 
fabrication of prostheses are stimulated 
through the close association of the staff 
members themselves and through test- 
ing for functional effectiveness in the 
day-by-day, year-by-year evaluation of 
the patient in his environment. There 
has been much learning during the past 
five year’s existence of the Child Am- 
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putee Prosthetics Project. There is much 
learning to be done. An effective ap- 
proach to the answer of one question 
stimulates the asking of additional ques- 
tions. It is safe to say there will be no 
lack of questions to pursue. Children 
continue to be born without arms and 
legs and with anomalous extremities. 
Accidents and disease, causing the need 
for removal of limbs, continue to exist. 
The child with an amputation presents 
a complexity of needs requiring coordi- 
nated and creative solutions. The Child 
Amputee Prosthetics Project, with its 
interdisciplinary approach to the child 
within his family, is just one group 
seeking ways to help the child with an 
amputation learn to meet his adult 
obligations. 


Impressions of the 
White House 


conference* 


Kathryn Close 


A nonofficial personal report of the Gold- 
en Anniversary White House Conference 
on Children and Youth, based on per- 
sonal observations at the Conference ses- 
sions, conversations with participants, 
reading of speeches, abstracts, and press 
releases, and notes from colleagues and 
other friends. 


“T have an unshakable faith in the over- 
whelming majority of fine, earnest, high- 
spirited youngsters who comprise this 
rising generation of Americans.” 

So spoke the President of the United 
States on the evening of March 27, 1960, 
to the gathering of 11,000 persons as- 
sembled for the opening of the Golden 
Anniversary White House Conference on 
Children and Youth. Of those attending, 
some 7,600—including about 1,400 
youths of high school and college 
age and 500 foreign visitors—were offi- 
cial delegates to the Conference. They 
spent the following 5 days in groups of 
various sizes, scattered throughout the 
hotels and public buildings of Washing- 
ton, considering the state of affairs 
among children and youth across the Na- 
tion and making recommendations for 
improvement. Their stated purpose: “to 
promote opportunities for children and 
youth to realize their full potential for a 
creative life in freedom and dignity.” 
The result at week’s end: over 1,000 
specific recommendations directed to al- 
most every conceivable type of organiza- 
tion and individual having a bearing on 
the lives of young people—the President, 
the Congress, Federal agencies, State 
and local governments, specific industries, 
the various helping professions, social 
and health agencies, churches, schools, 
community planners, police, courts, hous- 
ing officials, adults in general, parents, 
“the family,” and young people them- 
selves. 

The conferees had come from all 50 
States and the District of Columbia, 
Puerto Rico, the Virgin Islands, Guam, 
and Samoa, and from 73 foreign coun- 
tries. They included clergymen, indus- 
trialists, union leaders, soldiers, sailors, 
farmers, social workers, nurses, educa- 
tors, doctors, lawyers, Indian chiefs, Con- 
gressmen, policemen, judges, writers, 
broadcasters, practitioners of a variety of 
other vocations, housewives, and _stu- 
dents. In short, this was a citizen’s con- 
ference. The conferees’ only common 
denominator, as Mrs. Rollin Brown, 
chairman of the President’s National 
Committee, pointed out at the opening 
session, was their concern for the young. 


®Reprinted from Children, May-June 1960. 


| 
| 
| 
{ 
| 
| 
| 
| 
| 
| 


e participants had shown concern 
Pie Fain and youth, as had many 
thousands of other adults and young 
people across the land, in their prepara- 
tory work for the Conference back in 
their home communities through local or 
State committees or through the national 
organizations with which they were af- 
fliated.' They brought to the Confer- 
ence not only the results of their own 
inquiries, but information gained through 
their perusal of the eight volumes of ma- 
terial on children and youth prepared for 
the Conference, two of the volumes 
based on their own pre-Conference efforts 
and the others prepared by experts of 
various kinds. That these materials, 
though still almost “hot off the press,” 
had already been widely read became 
clear in workgroup after workgroup, 
where participants would refer to one of 
the background or technical papers or a 
chart to make a point. 

This was the largest Washington gath- 
ering of the six White House Confer- 
ences on Children called by Presidents 
of the United States since 1909.’ It was 
largest in numbers of delegates and pro- 
gram participants—850 speakers, meet- 
ing chairmen, leaders, and resource peo- 
ple—and in scope of concern. 

For the first 3 full days of the Confer- 
ence, each delegate began the day listen- 
ing to speakers at one of 5 concurrent 
Theme Assemblies, devoted successively 
to the subjects: Appraising Ideals and 
Values in the Changing World of Chil- 
dren and Youth; Assessing the Impact of 
Change on Children and Youth; and 
Adapting to Change and Innovation—the 
Effects on Children and Youth of Sci- 
ence, Technology, Population Pressures, 
and World Events. Following the Theme 
Assemblies came 18 concurrently held 
Forums, each with a different general 
topic: 9 concerned with various aspects 
of The World Around the Young—en- 
vironment, mobility, support, nurture, 
opportunity, free time, mass communica- 
tions, human resources, and beliefs; and 
9 with various aspects of The Young in 
the World—moving toward maturity, 
from birth to puberty; moving toward 
maturity, from puberty to young adult- 
hood; as learners and thinkers; as doers; 
as citizens; with mental handicaps, with 
physical handicaps, in conflicts, and with 
social handicaps. 

After hearing speeches at his assigned 
Forum each conferee spent the first three 
afternoons of the week in one of 210 
small workgroups, hammering out rec- 
ommendations on one aspect of his 
Forum’s topic—ranging specificity 
from “the significance of a personal faith 
for children and youth” to “identifica- 
tion and treatment of the mentally re- 
tarded”—for presentation to the Forum 
on Thursday for a vote. Thus each rec- 
ommendation submitted by the work- 
group, after duplicates were weeded out 
by topic teams composed of representa- 
tives from workgroups of the same topic, 
were accepted or rejected through a 
vote of the 400 or so people in a Forum, 
but none were voted on by the Confer- 
ence as a whole. The closing session on 
Friday, with the 7,600 participants as- 
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sembled at the National Guard Armory, 
was devoted to summary, appreciations, 
and ceremony. 

Assignments to workgroups and Fo- 
rums were made by an IBM machine 
“concerned” both with the participant’s 
stated interest and the wider interest of 
keeping balance of representation in each 
group. Youth participants were a part 
of every group. 

In spite of its bigness this Conference 
was notable in its degree and spread of 
individual participation. As the work- 
groups contained only about 30 people 
each, and were broken down each day 
into small buzz sessions of five or six 
people each, it was almost impossible for 
any delegate to be a listener only. “Al- 
most” is used here advisedly for, in spite 
of the set structure and procedures, what 


happened in the workgroups was as 
various as human personalities. There 
were extra-permissive workgroup leaders 
who did little to provoke any discussion 
at all, leaders who always steered the 
discussion away from controversial issues, 
leaders who tried to guide the group 
into their own way of thinking, and 
leaders who exhibited unusual skill at 
helping people express their own ideas, 
holding down the unscheduled speech- 
makers, keeping the discussion to rele- 
vant issues, and giving everyone a chance 
to have his say. 

There were youth who were aggres- 
sively conservative—“juvenile delinquents 
ought to be punished more severely”; 
youth who were aggressively progressive 
—to the point of using their free time 
away from the Conference to organize 
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the battle won 
in the 

shipping department... 
is often lost 


in the stomach 


Shipping clerk, age 23, complained of mid- 
epigastric night pain that was relieved by the in- 
gestion of food. The patient also suffered from 
“indigestion,” occasional nausea and vomiting, 
and a feeling of tension. 


Once before, the patient had been placed on t.i.d. 
anticholinergic therapy for epigastric pain, but 
had failed to maintain the prescribed regimen. 


A g.i. series showed a duodenal ulcer. 


A qi2h ‘Combid’ Spansule capsule regimen plus 
antacid therapy was prescribed. He was put on a 
bland diet. One week later the patient reported 
that he was symptom-free. He has continued to 
take ‘Combid’ Spansule capsules prophylactically 
and has remained free from g.i. distress. 


KLINE C bi id 
FRENCH om Li Sp ansule 


brand of 
prochlorperazine 
and isopropamide 


ea of sustained release capsules 


| Smith Kline G French Laboratories, Philadelphia 


A-116 


. 
4 


picket lines in support of the Southern 
student lunch counter “sit-ins”; youth 
who tried to say something but out of 
politeness or shyness couldn’t break into 
adult-dominated discussions; youth who 
had to be prodded into saying anything 
at all. There were adult participants 
who talked too much, adults who did 
not talk at all; adults who both talked 
and listened. 

Yet, with all the variety of the partici- 
pants’ background, personalities, and fo- 
cuses of attention, out of their delibera- 
tions emerged some major threads of 
concern, showing up in session after ses- 
sion no matter what the assigned subject 
of discussion. The President anticipated 
some of these on the opening night when 
he spoke of the importance of their mis- 
sion: 

“First . . . you are working with the 
most precious resource of our Nation: a 
whole generation of Americans who will 
someday make their country’s policies 
and dispose its great power... . 

“Second, this process of preparation 
for tomorrow’s leadership grows increas- 
ingly difficult as rapid and momentous 
changes alter the look of tomorrow’s 
world... . 

“|, . within this great context of 
change and accommodation there are 
certain imperishable values which must 
neither be changed nor abandoned... . 

“.,. . For civilization is a matter of 
spirit; of conviction and belief; of self- 
reliance and acceptance of responsibility; 
of happiness in constructive work and 
service; of devotion to valued tradition. 
It is a religious faith; it is a shared atti- 
tude toward life and living. . . .” 

The President singled out juvenile de- 
linquency as a problem of worldwide 
concern to which the Conference must 
address itself. Pointing out that its causes 
are “multiple,” he said that “multiple 
measures must be used. to weed them 
out.” Yet he warned against a tendency 
to generalize pessimistically about to- 
day’s youth and asserted that a “happy 
family” was the surest way of preventing 
failures. 


THE SEARCH FOR INTEGRITY 


A similar accent on values prevailed 
throughout the Conference—inevitably 
no doubt because of the Conference 
theme and programing, but obviously 
also because of a deeply felt concern on 
the part of many speakers and delegates 
over what they regard as threats to per- 
sonal and social integrity in American 
life today. This emerged not only in the 
speeches presented at the Theme Assem- 
blies devoted to “Appraising Ideals and 
Values,” but also in almost all other 
parts of the Conference, no matter what 
the assigned subject of consideration. 
Closely entwined were other obvious 
threads of prevalent concern—the desire 
to wipe the blight of racial discrimina- 
tion from the American scene as quickly 
and as painlessly as possible and the de- 
sire to enhance the quality of education 
for all children. 

There were those at the Conference 
who apparently did not share the Presi- 
dent’s faith in the youth of the Nation. 
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They spoke of “softness,” “boredom,” 
and “lack of commitment.” Two speak- 
ers quoted the lines from William Butler 
Yeats: 


“The best lack all conviction, while the 
worst 
Are full of passionate intensity.” 


The blame was put squarely on the adult 
world and the gap between precept and 
example. The culprits named were vari- 
ous—most frequently parents, often the 
school, sometimes the mass media of 
communication, sometimes public figures 
—but whoever the adults under fire the 
poison in American life was unequivocal- 
ly identified as an accent on materialism. 

Nobody, of course, suggested a return 
to the days when one-third of the Na- 
tion was “ill-fed, ill-housed, ill-clothed.” 
On the contrary, considerable Conference 


attention—in oratory, discussions, and 
recommendations—was given to ways of 
bringing a greater proportion of the 
products of our material affluence to the 
still considerable proportion of our pop- 
ulation living at bare- or sub-subsistence 
levels—a group estimated by one speaker 
to be 20 to 25 percent. Among the 
many suggestions which eventually be- 
came recommendations were incteasing 
minimum wages and extending minimum 
wage laws to migrants and other uncov- 
ered workers, opening employment op- 
portunities to members of minority 
groups, eliminating residence require- 
ments for all health and welfare services, 
increasing unemployment benefits, broad- 
ening disability provisions of the social 
insurance program, and inquiring into 
the desirability of a system of family al- 
lowances. 
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Yet a widespread uneasiness about the 
possible toxic byproducts of affluence 
was clearly evident. Juvenile delinquency 
was reported as more prevalent in times 
of prosperity, and one cause suggested 
was the resentment of the socially and 
economically disadvantaged portions of 
the youthful population at their inability 
to share in the opportunities to get the 
things that today stand for success. “To 
cure delinquency,” said one speaker, “we 
must cure ourselves.”* 

Another speaker saw our society as 
“30 seconds to midnight,” its only hope 
lying in a rather immediate filling of 
“the vacuum at the value core”—both in 
the inner man and in the social struc- 
ture.‘ Another, calling for “a defense in 
depth,” maintained that “moral and spir- 
itual values must never be dealt with in 


isolation from social issues.”* He and 
many others called for full acceptance 
of minorities as a moral imperative. 


YOUTH RESPONSIBILITIES 


Of the 500 foreign visitors at the Con- 
ference only one was a program speaker. 
He urged the participants to consider 
how young people could be helped to 
develop “those technical and above all 
human qualities which can be used for 
the benefit of mankind”—how children 
could be helped “not only to receive and 
gain, but to give and share.”’ That some 
attention was given this possibility was 
attested to by a recommendation from 
one workgroup for a youth technical as- 
sistance corps to work in other countries 
for the betterment of living conditions. 
A few other speakers also had their 
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sights on the world at large. Said one: 
“Am I my brother’s keeper? there is only 
one answer: ‘Yes—for if you are not, 
there is no future to mankind.” 

The rapidity of social change and the 
complexity of the economy were fre. 
quently cited as causes of a sense of jn- 
dividual helplessness among both youth 
and adults. As one youth said in a work. 
group: “I’m part of a generation that is 
faced with evidence daily that the H- 
bomb may drop tomorrow. We need 
something that tells us that life is worth 
something—has meaning.” But an assem- 
bly speaker saw the complexity of life 
today as an opportunity for personal ful- 
fillment through the acceptance of co- 
operative social responsibility. “It has 
been well said that today’s hero like to- 
day’s saint must be an organization 
man.”* 

An educator contended that youth had 
“little of the crusading spirit.” But this 
and the many statements about youth’s 
lack of conviction seemed to be belied 
by the actions of many of the young par- 
ticipants at the Conference. Groups of 
young people held caucuses throughout 
the week to plan strategy for “getting 
things done.” They served notice of their 


.intention to rally support for strong Con- 


ference recommendations endorsing ra- 
cial desegregation in all phases of Ameri- 
can life. One youthful chairman of a 
Theme Assembly announced at the close 
of the session that the Southern students 
protesting lunch-counter discrimination 
“will not stand alone.” Many of the 
scores of antidiscrimination recommenda- 
tions passed in the Forums were orig- 
inally introduced by young people in 
workgroups. 

The young people, of course, were not 
unanimous in their points of view. While 
only isolated protests against desegrega- 
tion as an eventual goal were heard in 
any part of the Conference, an effort to 
keep the antidiscrimination recommenda- 
tions from being specific was led by a 
group of youth from Northern States 
who were circulating a petition that the 
Conference confine itself to endorsing 
“human rights.” At the Youth Evalua- 
tion meeting on Thursday, where Danny 
Kaye was moderator, some parliamentary 
confusion complicated a battle over 
whether the words “in due time” should 
be substituted for the words “by 1970” 
in a recommendation calling for “sub- 
stantial completion of school desegrega- 
tion.” However, the suggested substitu- 
tion was eventually soundly defeated. 
This resolution, which was one in a list 
of “youth priorities” presented to the 
Conference also called for the provision 
of equal access to housing for all indi- 
viduals and elimination of discrimination 
in employment practices, and affirmed 
“the right of nonviolent resistance against 
all forms of social injustice.” 


JUVENILE DELINQUENCY 


Though concern for juvenile delin- 
quency had its own setting in a Forum 
called “The Young in Conflict” and in 12 
workgroups, opinions on what or who is 
to blame for its rise and on what to do 
about it came from almost all parts of 
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the Conference. The expressions of the 
experts backed up the President’s state- 
ment that it arises from many factors 
and that, therefore, many measures are 
needed to combat it. But the “experts 
seemed divided on whether social or in- 
dividual psychological factors bore most 
weight in its causation, as well as on the 
priorities in efforts to combat it. One 

er, a sociologist, called delinquency 
“the dark underside” of a general so- 
cietal advance, caused by social disloca- 
tions and educational pressures and _pre- 
dicted that the increase in its incidence 
would not long continue.” 

Other diverging points of view emerged 
in discussions of efforts to identify poten- 
tial delinquents early. Two workgroups 
produced recommendations urging great- 
er efforts to find children in early life 
who are “prone” to delinquency; but one 
of these groups put the emphasis on the 
development of predictive devices and 
the other on identification through symp- 
toms of emotional distress and behavior. 
The latter urged that such “labels” as 
“delinquency prone” and “in danger of 
becoming delinquent” not be applied to 
children and youth merely on the basis 
of prediction scales “prior to antisocial 
conduct on the part of the child.” A 
workgroup focusing on emotional dis- 
turbance in children also became con- 
cerned over the possible adverse effects 
of “labeling” and recommended that law 
enforcement agencies and courts not affix 
such labels as “delinquent” to children 
“prior to competent diagnosis of basic 
causes.” 

One Forum“ speaker, a social worker, 
pointed out that “far too many who are 
minor offenders when first they become 
known to us eventually become hardened 
criminals despite early identification.”” 
What is needed, he said, is a planned 
community policy providing for case loca- 
tion, case screening, diagnosis, systematic 
provision of services, diversified re- 
sources, integration of services, and co- 
ordination of policy and program and of 
planning. 

Another social worker called for a pro- 
gram which would reach out not only to 
the delinquent, but also to his family 
and community, “to reincorporate them 
into the social fabric.” Unless work 
with gangs is complemented by work 
with the family of the gang member, he 
said, “the youngster can be caught be- 
tween the shifting values of the gang 
and the social values of the home.” 

Church, schools, recreation agencies, 
and above all “a good home life” were 
repeatedly cited throughout the Confer- 
ence as important in the prevention of 
delinquency. The need for research into 
causes and effectiveness of treatment 


EDUCATION 


This emphasis on the need for stepped 
up training of all types of professional 
personnel emerged throughout the Con- 
ference no matter what type of service 
to children was under discussion. It was 
also the focus of the entire Forum, called 
“Human Resources,” and its eight relat- 
ed workgroups, where the competition 
for the educated in this country was 
plainly regarded as one of the chief 
blocks to fulfilling promises to children 
made by this and previous White House 
Conferences. One speaker predicted: 
“Unless we devote a larger and better 
qualified share of the Nation’s human 
resources to the educational, health, and 
welfare needs of the young, all our soar- 
ing hopes and glorious dreams, not only 
for our children and youth, but also for 


this country’s future, will be frustrated.”" 
Repeatedly emphasized was the depend- 
ence of the professions on the quality of 
elementary, high school, and college ed- 
ucation—in other words, on the schools’ 
preparation of young people with the 
ability and desire to go into the service 
professions. 

Suggestions for improving the quality 
of education included increased financial 
support from all levels of government; 
relieving the schools of functions which 
“properly belong to the home or other 
agencies”; less emphasis on physical edu- 
cation and sports; employment of teach- 
ers on a 12-month basis; special projects 
for culturally deprived children; in- 
creased attention to the gifted as well as 
slow learners. 

Over and over conferees called for ex- 
pectations of “excellence” on the part of 
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methods was frequently stressed as was 
the need for training of all kinds of 
treatment personnel. One recommenda- 
tion urged the extension of Federal train- 
ing to include in addition to psychiatrists 
“the other personnel concerned with pre- 
vention, early detection, and treatment 
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the schools and asked for greater stimu- 
lation of the gifted. But at least one 
educator maintained that such a goal 
need not conflict with equality of edu- 
cational opportunities for all children, 
regardless of their intellectual potentiali- 
ties. He maintained that persons who 
“accept the sophistry that equality in- 
evitably means a commitment to medi- 
ocrity” overlook “the need for diversity 
of interest and varied intellectual power 
and special creativity.” Another edu- 
cator maintained that to charge a school 
only with the intellectual development 
of its pupils is both “psychologically im- 
possible and morally irresponsible.” He 
maintained that teachers’ and pupils’ 
personalities are bound to interact. 
While there were those at the Confer- 
ence who suggested that child labor laws 


A-120 


ought to be reviewed in the light of the 
delinquency situation, others cited the 
steady dwindling in unskilled jobs to 
back the contention that every child in 
this country needs at least 12 years of 
schooling. A recommendation that the 
States require compulsory school attend- 
ance until the age of 16 was adopted. 
The consensus seemed to be that schools 
should make a greater effort to keep 
children interested in learning, through 
revision of program and the provision of 
more personal counseling and vocational 
guidance. 

Views on curriculum content were 
various and conflicting, with advocates 
of sharper attention to vocational train- 
ing, to science and the humanities, to 
preparation for family life. A 19-year-old 
college sophomore said that the average 


student today “tests everything with the 
question, ‘How can I use what I am 
learning now when I am out of 
school?’ 

But a theologian took issue with those 
who regard learning as a means to an 
end—whether preparation for life 
strengthening of national security. Main. 
taining that. “learning is life,” he called 
“the modest standards” of contemporary 
education “unfair to the potentialities of 
man.” Said he: “We prepare the pupil 
for employment, for holding a job. We 
do not teach him how to be a person, 
how to resist conformity, how to grow 
inwardly, how to say no to his own self, 
We teach him how to adjust to the pub- 
lic; we do not teach him how to cultivate 
privacy.” Today’s major challenge, he 
said, is “to save man from inner ob- 
livion.” 

But whether “self-realization” or “so- 
cial effectiveness,” the goal of education 
was repeatedly presented as a responsi- 
bility reaching far beyond the task of 
the schools. Young people learn “wher- 
ever they are,” one speaker pointed out, 
“at home, on the playground, and in 
Sunday school . . . sprawled before the 
TV set, sitting in the movies, hanging 
around street corners, or gathered in Boy 
and Girl Scout troops . . . from comic 
books, paperbacks, newspapers, and mag- 
azines. . . .” But parents are primarily 
responsible, she said, for “the kinds of 
pupils the schools have to work with.” 

TV, radio, motion pictures, advertis- 
ing, the press came in for some heavy 
criticism for not living up to their edu- 
cational potentials, for incessant portray- 
als of violence, and for presenting force 
or greater material possessions as heroic 
ways of gaining the upper hand. 

Points of view differed as to whether 
these media could have any detrimental 
effects on a well-loved, well-reared child. 
A representative of a broadcasting com- 
pany called for “a Manhattan project to 
determine the effects of TV on chil- 
dren”;” but a psychiatrist pointed to the 
difficulty of designing controlled experi- 
ments of this nature.” 

Others spoke of the values of TV in 
widening children’s horizons and of its 
uses as teaching aids. There were calls 
for more parental control over TV watch- 
ing and some expressions of apprehen- 
sion about the effects on the younger 
generation of too much passive recrea- 
tion. Said one speaker: “TV cannot en- 
ter your home without your consent.”™ 


FAMILY LIFE 


Thus again, as constantly throughout 
the Conference, the question reverted to 
the quality of parenthood and of family 
life. Mothers were called “irresponsible” 
for going to work outside the home. Fa- 
thers were blamed for not spending 
enough time with their children—or, 
conversely, for taking over the mother’s 
role. Parents in general were accused of 
substituting a “phony togetherness” for 
depth of relationship. The younger peo- 
ple were especially hard on parents, ac- 
cusing them of not setting good exam- 
ples, of not being firm, of not allowing 
enough freedom of choice. 
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But parents also had their defenders. 
A sociologist, for example, denied the 
existence of a moral decline and said 
that there is more dedication in the 
adult world today than ever before to 
“bringing into the world and bringing 
up the younger generation,”” even 
though American women are fitting this 
in with other concerns which are giving 
them “richer, fuller lives.” And a young 
college student said: “There is a ‘me’ 
who I want to be, and it looks like my 
father and mother.” 

A few voices, including some young 
ones, suggested that young people them- 
selves had some responsibility for how 
they turned out. For example, in one 
workgroup when a youth representative 
blamed the “wildness” of a teenage 
neighbor on the fact that his mother 
went out to work, a young German vis- 
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itor said: “I think that by the time a 
person is a teenager he has a responsibil- 
ity for the way he behaves and if he 
knows his mother has to work he ought 
to be ashamed for becoming wild.” And 
a youth representative. from the Deep 
South volunteered: “My mother has al- 
ways had to work and when we were 
children, my father and mother told us 
why and what we had to do and we did 
it.” And she added: “I think it is help- 
ing me to become what I hope to be- 
come.” 

A pediatrician pointed out that the de- 
velopment of responsibility begins early 
in life in a “reciprocal trust” between 
parent and child.” But a_ psychiatrist 
said that the interrelationship of the 
components of adulthood developed in 
early childhood “is not finally established 
until the latter part of adolescence.”™ 


Guidance agencies, she suggested, should 
help parents “to understand, tolerate 
and remain available” to adolescents go. 
ing through the “crisis” of sexual des 
velopment. 

A social worker, on the other 
said that for many youth in disorganized 
neighborhoods, family conditioning hag 
been completed “for better or for worse” 
as early as their 14th year. “What these 
half-grown youngsters now need,” he as. 
serted, “is the exertion of a general com- 
munity influence on the environment 
around them.” 

Calls for strengthening perental ade- 
quacy suggested a host of approaches, 
They included the elimination of such 
social ills as discrimination against mi- 
norities, unemployment in depressed 
areas; poor housing; educational pro- 
grams such as family-life courses for 
school children and _parent-education 
classes for adults; the provision of indi- 
vidualized services to parents with spe- 
cial difficulties—parents of mentally or 
physically handicapped children, parents 
in one-parent families, and parents too 
immature in their development to be 
able to function adequately. Recommen- 
dations were made that casework be 
provided in all public assistance pro- 
grams and that aid be available to needy 
but intact families, so that financially 
distressed fathers will not be tempted to 
leave home to help their families become 
eligible for aid to dependent children. 

Unmarried mothers of several children 
usually come from deprived backgrounds 
and have known punishment all their 
lives, a social worker pointed out.” They 
need interest and protective authority to 
keep them out of trouble, she main- 
tained, not more punishment. 

“We are guilty of community neglect,” 
said another social worker, when we do 
not provide the services to help neglect- 
ful parents assume responsibility for their 
children.” He said that every communi- 
ty should have a coordinated program 
of: (1) services for children and their 
parents living in their own homes—case- 
work counseling, homemaker services, 
day care services, school social services; 
(2) services for children who cannot be 
with their parents—foster family care, 
institutional care, emergency shelter care; 
adoptive services; (3) corrective services 
for children in conflict with the law. 

A young man in a workgroup said he 
knew about “community neglect,” be- 
cause he lived in a housing project: “The 
agencies seem to move like satellites 
around the project without ever touching 
the needs of the people there. But they 
don’t seem to know this.” 


CHILD HEALTH 


The normal processes of child develop- 
ment received considerable attention at 
the Conference as did the kinds of health 
services that can help prevent impair- 
ment of those processes. Periodic and 
continuing medical care should be pro- 
vided for all children, one workgroup 
concluded, and in its discussions there 
emerged considerable concern over the 
quality of care. In a Forum speech a 
professor of public health referred to 
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“our inability to provide adequate health 
services to certain groups of children”— 
those who depend on clinics for well 
child care.” Pointing out that 16 percent 
of infants but only 4 percent of pre- 
school children visit these clinics, he 
found an indication of why they were 
considered not “worth the effort of com- 
ing” in a study which showed that 34 
physicians working in such conferences 
spent an average of 4 minutes with each 
child. 

This physician and others expressed 
concern over the rise in the infant mor- 
tality rate and the great discrepancies in 
rates among geographical areas and pop- 
ulation groups, which he linked with 
lack of prenatal care. This concern was 
carried into at least one workgroup which 
recommended that a forceful attack be 
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made to lower infant mortality and mor- 
bidity rates among American Indians and 
other minority groups. 

New or increasing dangers to public 
health were also brought to attention— 
air pollution, water pollution, radiologi- 
cal hazards. Pointing out that “the genet- 
ic hazards of radiation pose an ominous 
threat to the health of the living and 
unborn generations,” a State health offi- 
cer found it deplorable that only a few 
States have launched full-scale radiologi- 
cal health programs.* 

A large portion of the attention to 
health was riveted on children suffering 
from handicaps—mental, physical, or 
emotional. The importance of emotional 
factors and interpersonal relationships in 
assisting or impeding treatment and re- 
habilitation of persons with any type of 


handicapped condition was especially 
stressed. 

Considerable concern emerged yey 
the growing numbers of children with 
congenital malformations, and in One 
workgroup a suggestion for providj 
eugenic counseling as a possible deter. 
rent was made. This was, however 
turned down as a recommendation on the 
ground that not enough is as yet knowp 
about this field. 

In another workgroup there was some 
collision of opinions over whether men. 
tally retarded children should attend spe. 
cial or regular clinics, but the group 
eventually decided that in view of the 
chronic nature of mental retardation and 
the past tendency to neglect these chil. 
dren special clinics are needed, at least 
now. 

Over and over when discussion of the 
handicapped arose the need to integrate 
the various types of services throughout 
the community and to _ individuals 
throughout their lives was emphasized 
as was the importance of providing 
handicapped children with the basic 
health services that all children need. 


LOOKING BACK AND AHEAD 


A look back to 1950” reveals both 
sameness and difference in the concerns 
that were bothering White House Con- 
ference delegates then and in 1960. Cer- 
tainly not all the pledges to children 
made by the 1950 delegates had been 
fulfilled in the ensuing decade. 

Many of the hotly debated issues of 
the memorable all-day voting session of 
the Midcentury Conference were still 
subjects of controversy in 1960. The out- 
comes of two of these—releasing chil- 
dren from public schools during school 
hours to attend religious classes, and 
making birth control information avail- 
able to those who want it—were the re- 
verse of what they were a decade ago, 
the advocates of each winning recom- 
mendations as they did not in 1950. As 
far as this reporter could find out, there 
was no controversy in 1960 over nursery 
school classes in the public schools as 
there had been a decade ago. On the 
other hand, some problems receiving only 
moderate attention in 1950 had been 
swollen into problems of deep concern 
by the ensuing course of events—juvenile 
delinquency; the quality of TV _pro- 
grams; dislocations in family life caused 
by population movements from north to 
south, from country to city, from city to 
suburbia or to a new phenomenon or at 
least one with a new name, “exurbia.” 

Perhaps the problem over which con- 
cern had been most notably broadened 
and deepened by the sweep of historical 
events was racial desegregation. At the 
1950 Conference one of the most bitter- 
ly fought battles occurred over a re- 
peatedly defeated attempt by youth dele- 
gates to get through a recommendation 
that no similar conference ever again be 
held in the Nation’s Capital so long as 
its hotel and eating facilities were barred 
to the Negro participants. In 1960 this 
battle was no longer necessary since the 
10 intervening years had brought strik- 
ing changes to the city of Washington, 
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and the hotels and restaurants were gen- 

open to everyone. 
aid 1080 a recommendation endorsing 
President Truman’s civil rights program 
was hardly won. But in 1960 the temper 
of the Conference for eliminating racial 
discrimination from American life (North 
and South) met with little opposition 
and resulted in scores of specific recom- 
mendations concerned with schools, hous- 
ing, employment, and other opportuni- 
ties. 
Anything involving 7,600 freely talk- 
ing people is bound to provoke some 
criticisms. Some professional persons re- 
ported feeling frustrated in workgroups 
where the IBM homogenization of par- 
ticipants sometimes meant no common 
level of understanding of the subject un- 
der discussion. Some young persons said 
they could not communicate with adults, 
and some adults said the reverse. But 
an abundance of communication obvi- 
ously took place to produce the 1,600 
recommendations that poured from the 
workgroups. One critic predicted that 
the Conference’s size and diffuseness of 
focus would prevent results “proportion- 
ate to the investment and sacrificial ef- 
fort of so many people.”” He and others 
talked of “too much talk.” However, the 
chairman of the President’s National 
Committee pointed out at the closing 
meeting that “talk is preliminary to ac- 
tion.” 

Already a structure and procedures are 
being worked out for helping States to 
stimulate the kind of widespread partici- 
pation in followup that went into pre- 
paring for the Conference. Since each 
participating State and national organiza- 
tion has already done some self-study in 
preparation for the Conference, their re- 
ports may be regarded at least as pre- 
liminary maps for proceeding. But some 
States will undoubtedly do some renewed 
reconnaissance and remapping in the 
light of the Conference’s recommenda- 
tions. 

In the closing address of the Confer- 
ence, Arthur S. Flemming, Secretary of 
Health, Education, and Welfare, com- 
mended the participants for taking a 
strong stand against discrimination based 
on race, color, or creed; for calling at- 
tention to some vital needs in the fields 
of education, service to the mentally and 
physically handicapped, control of ju- 
venile delinquency, and public assist- 
ance; for pointing to the serious nature 
of manpower shortages in the service 
fields and to their need for research; and 
for underlining the importance of a per- 
sonal religious faith. 

Agreeing that greater financial support 
is needed for education, the Secretary 
said he believed that the “time has come 
to obtain agreement on what should be 
our investment in education as a Na- 
tion” and as to “what constitutes a fair 
share of responsibility” for meeting this 
on the part of government “at all levels” 
and private contributors. He also said 
that the Federal Government must be- 
come a “more effective partner” in de- 
termining the causes of juvenile delin- 
quency and demonstrating ways of deal- 
ing with it. 
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The Secretary urged the delegates to 
go back to their communities determined 
to demonstrate “that we do believe that 
man has an obligation to help his neigh- 
bor realize his highest potential.” 

What will come of it all? 

Participants are not sure. But many of 
them no doubt feel somewhat the way 
one youth participant was feeling when 
a newspaper reporter" asked him “What 
good is it going to do?” Said the boy: 

“TI will tell you this. I came here in- 
terested in my particular subject . . . I 
think I'd have to say that I probably 
wasn’t as tolerant or understanding as I 
am now ... I think it’s helped me, and, 
I hope, others. We all hope, I guess, 
that when we go back home we'll be 
able to take what was done here and 
bring about the changes that are neces- 


sary. 


“Whether that will happen or not, 
well, we'll have to wait and see.” 
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The challenge of 
disability* 


Surgeon General Leroy E. Burney} 


The challenge of disability confronts 
every physician, whether he is a general 
practitioner or specialist, in private prac. 
tice, in medical education, in public 
health, or in public medical care, }t 
confronts members of all the health pro- 
fessions, as well as public and private 
welfare agencies. It confronts govem- 
ments at every level, as well as legisla. 
tures. 

The burden of disability falls with 
greatest severity upon disabled individ. 
uals, of course, and upon their families, 
But it affects every citizen, whether as 
employer, taxpayer, or community leader, 

How does our society view disability? 
There is no doubt that in the United 
States disability is viewed with compas- 
sion, and as a burden which all of us 
must share with the disabled. Our pro- 
grams to alleviate the financial burdens 
of disability and our rehabilitation pro- 
grams for crippled children and disabled 
adults are the best evidence of our con- 
cern. 

But I want to delve deeper into our 
attitude toward disability. I have ob- 
served wide variations in the kinds of 
services offered to disabled individuals in 
different countries. The underlying atti- 
tude, however, is very much the same. 
Disability is viewed by all societies as an 
accomplished fact; an unavoidable bur- 
den to be accepted—as our forefathers 
accepted all disease—as an act of fate or 
of some malevolent demon. 

To be sure, in countries like our own 
with highly developed medicai skills and 
ample economic resources, there is a 
strong effort to alleviate disability. But 
in America and elsewhere we tend to ap- 
ply the remedy after the fact—usually 
too long after. We have yet to develop 
an attitude which views disability as pre- 
ventable. 

If public health has a particular con- 
tribution to make in the field of rehabili- 
tation, I believe that it is to foster an 
attitude of prevention. Prevention has 
been the first principle of public health 
since the birth of the modern movement. 
The earliest focus of attention, of course, 
was the prevention and control of infec- 
tious diseases. Over the years preventive 
measures applied by public health agen- 
cies and private physicians have averted 
an inestimable amount of prolonged dis- 
ability, simply by the control of infec- 
tions which left many survivors with 
crippling aftereffects. Many physicians in 
this audience will recall the frequent 
heart damage due to diphtheria, syphilis, 
and rheumatic fever. Most recently, the 


®Reprinted from Public Health Reports, April 
1960. 


+Dr. Burney, Surgeon General of the Public 
Health Service, delivered this address at the 
Governor’s Institute on Rehabilitation, Honolulu, 
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prevention of paralytic poliomyelitis, 
through the use of an effective vaccine, 
is rapidly reducing the accumulation of 
severely disabled persons due to that 
I the public health profession as 
a whole is as much concerned with high 
disability rates due to chronic conditions 
as it was with high mortality rates due 
to diphtheria and typhoid fever 60 years 
ago. The objective of this concern is to 
prevent the occurrence of chronic dis- 
eases, accidents, and dangerous environ- 
mental exposures if possible; if not, to 
prevent their disabling consequences. 

Our Federal-State programs of public 
health and rehabilitation have one com- 
mon objective; namely, reduction of the 
social and economic consequences of dis- 
ability. Yet there are differences in ap- 
proach. Public health strikes primarily 
at the causes of disability and hence must 
seek its opportunities for prevention 
among supposedly healthy individuals 
and in the community environment. Re- 
habilitation strikes primarily at the ef- 
fects of disability and must seek its op- 
portunities among individuals who are 
known to be disabled. Both programs 
are constructive at the core, in that both 
seek change for the better: change in 
health status for the whole community, 
change in the disabled status of the indi- 
vidual. 

This determined effort to bring about 
change is a dynamic force in public 
health and rehabilitation. It is the force, 


I believe, which has brought the Public 
Health Service and the Office of Voca- 
tional Rehabilitation into a closer rela- 
tionship during the past year. We realize 
more than ever before that our country 
cannot solve the medical and community 
service problems involved in disability 
by piecemeal approaches. Hence we are 
striving to plan and work together, so 
that the Service and OVR may more ef- 
fectively mobilize their resources in a 
concerted attack on the causes and on 
the effects of disability. 

Disability is a medical problem first 
and foremost. The success of the attack, 
therefore, depends primarily upon the 
alertness and action of each physician. 
As a social problem, disability can be 
alleviated by financial support of the dis- 
abled, by social services, vocational coun- 
seling and training, and placement in 
employment. It cannot be solved by 
these means, however, unless everything 
possible has been done to solve the medi- 
cal problem. 

The preventive approach to disability 
views the medical solution as beginning 
the moment a physician sees a patient 
whose condition obviously or potentially 
will lead to disability. The medical solu- 
tion of disability continues as long as the 
patient needs medical services to sustain 
his highest potential of active life. This 
is the central fact which demands a 
broader view of rehabilitation than has 
been generally accepted in this country 
up to the present time. And it is the 


fact which demands the development of 
community medical services and the ac- 
tive participation of all physicians. 

Rehabilitation services too often are 
planned around the problems of patients 
with static conditions—the paralytic, the 
amputee, the blind. Our Federal and 
State laws related to employee compensa- 
tion, social insurance, public assistance, 
and vocational rehabilitation tend to sup- 
port this view of rehabilitation. 

Another handicap to the medical solu- 
tion of disability is the emphasis on the 
potential for competitive employment in 
public and some private rehabilitation 
programs. This criterion does not take 
into account the needs of elderly retired 
persons for rehabilitation services, nor of 
many severely disabled younger persons 
who, for one reason or another, do not 
present a significant potential for em- 
ployment. 


CHANGES IN COMMUNITY NEEDS AND 
SERVICES 

The greater efficiency of medicine to- 
day warrants a much more flexible re- 
sponse to the challenge of disability. I 
should like to discuss with you briefly a 
few of the changes in recent years which 
focus attention on the role of medicine 
and public health in rehabilitation. 

I need not summon an array of sta- 
tistics to demonstrate the changes in the 
patterns of illness. Acute conditions, ex- 
cluding injuries, account for smaller pro- 
portions of the Nation’s mortality and 
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prolonged disability. Chronic conditions 
and severe impairments are the major 
health problems. There are more older 
people in the population, and the inci- 
dence of chronic conditions increases 
with age. 

Of equal significance, a larger propor- 
tion of acutely ill persons survives the 
initial attack or the injury which first 
brought them to the physician’s atten- 
tion. Delay in the institution of restora- 
tive medical services until the patient’s 
condition has stabilized often means 
waiting until he has become “perma- 
nently and totally disabled.” 

The initial heart attack, for example, 
proves with increasing frequency to be 
the first episode of many. If the physi- 
cian does not have in mind the preven- 


tion of disability from the outset, he may 
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add another “heart-cripple” to the in- 
creasing number of cardiac patients who 
are needlessly retired from active life by 
reason of their disease. Early return to 
an increasingly active regimen under 
careful medical supervision will avert 
many such cases. 

There are untold numbers of stroke 
patients surviving today in a tragic sort 
of half-life. By very simple measures in- 
stituted promptly in the home or in the 
hospital, the majority of stroke patients 
can recover function within a short pe- 
riod of time. There is ample clinical evi- 
dence that more than 80 percent of pa- 
tients who survive a stroke can become 
ambulant within two months with appro- 
priate clinical management. The longer 
the physician waits to institute these 
measures the longer will the patient be 


disabled; and the more difficult it will jy 
to restore function. 


As the Nation’s families and communp 
ties struggle with mounting burdens gf 
long-term disability and dependency, ay 
there no alternatives to high-cost care jy 
hospitals and institutions? Fortunately 
some States and communities have em 
perimented and found that much disabil. 
ity can be prevented, and that 
long-term patients can be cared for jg 
their own homes, often more satisfag 
torily than in an institution. 

The Georgia State Health Department, 
for example, in cooperation with the 
State Heart Association, medical organi 
zations, and the Public Health Service jg 
conducting a special program for stroke 
patients. There are approximately 40,00 
survivors of strokes in the State. Often 
these patients have other serious medica] 
problems and fill hospital beds over long 
periods of time. Prolonged bed rest, de 
pendency, and speech difficulties gen- 
erate severe disability, as well as psycho- 
logical problems in these patients. Their 
disability creates social and economic 
difficulties for their families. 

The Georgia stroke program includes 
education of the medical and nursing 
professions in the early use of physical 
therapy and early ambulation of stroke 
patients. A demonstration clinic is being 
conducted at Grady Memorial Hospital, 
the teaching hospital of Emory Univer- 
sity Medical School. Here the stroke pa- 
tients are seen on an outpatient basis 
and appropriate physical therapy is pre- 
scribed. The family is responsible for 
carrying out the therapy in the home. A 
public health nurse visits the home peri- 
odically to instruct’ the family and to 
supervise performance of the recom- 
mended procedures. A team composed 
of a physician, a physical therapist, and 
a public health nurse is available to give 
intensive training in these procedures to 
physicians and nurses in local communi- 
ties. 

Another program, even broader in con- 
cept than that of the Georgia stroke pro- 
gram, is of interest. This is a home care 
program for disabled persons conducted 
in a rural county in North Carolina. It 
provides medical consultation, nursing, 
social service, physical and occupational 
therapy, health and nutrition education, 
orthopedic equipment, medicines, and 
sickroom supplies as needed. Residents 
of the county are eligible regardless of 
age, sex, or financial status, providing 
they possess a potential for self-care or 
self-support. All patients must be re- 
ferred by a local physician and must re- 
main under his care while receiving serv- 
ices of the program. The Public Health 
Service is cooperating with State and 
local agencies in this project. 

A specially significant feature of this 
program, I believe, is its community wide 
coverage. So long as community services 
are restricted to persons dependent on 
public welfare or to individuals with a 
potential for employment, medicine and 
public health will be neglecting the ma- 
jority of the people needing care. In 
most rural areas, services such as are 
provided by this program have to be 
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created. They are not available outside 
the hospital and many rural hospitals do 
not have the full range of services re- 
quired for medical rehabilitation. 

I have been told that the first patient 
to apply for the services of this home 
care program was a disabled woman 
whose financial resources are ample to 
support her for the rest of her life. She 
wanted to live in her own home rather 
than in some distant institution. Her in- 
ner drive for an active life sought the 
means for recovery. Her physician could 
not possibly provide all the services and 
facilities she needed to achieve this goal. 
Yet before the community home care 
program was established, there was no 
way he could bring the nursing service 
and special therapies to her bedside. 

A few years ago, the Commission on 
Chronic Illness listed 32 services which 
patients with long-term conditions are 
likely to need at various times. While 
the average physician has his patient in 
the hospital, most of these services, plus 
the basic provision of bed and board, are 
made available as a matter of course. 
He takes such services for granted, 
scarcely realizing that nowhere else in 
the community will his medical decisions 
be so scrupulously put into practice. The 
physician is responsible for making the 
diagnosis and prescribing the treatment, 
but an army of professional and ancillary 
personnel carry out his orders—in the 
hospital. 

These so-called “supplementary serv- 
ices,” and the men and women who 
render them, now play a more important 
role in the delivery of medical services 
than the physician himself. In 1900, 
three in every five professional health 
workers were physicians; in 1950, only 
one in five were physicians. The prob- 
lem that confronts the physician, as key- 
man in combating disability, is how to 
marshal these supplementary services in 
effective management of his patients—in 
his office and in their homes. 

Public health, with its community- 
oriented approach, is in a strategic posi- 
tion to help resolve this dilemma of mod- 
ern medical care. Chronic disease, mental 
disorders, and the problems of aging may 
be regarded as the “growing edge” of 
both prevention and rehabilitation. The 
benefits from application of the wealth of 
knowledge in both fields are still largely 
potential. They will remain largely po- 
tential, I fear, until all physicians—in 
private practice, in administrative posi- 
tions, and in hospitals—recognize and 
act upon their responsibilities in these 
fields. I place this burden on our entire 
profession for the simple reason that 
these are medical problems, and the ac- 
tion of other groups in health related serv- 
ices stems from the physician’s initiative. 

What nurse, for example, will begin 
the measures which will restore function 
in a stroke patient—unless the attending 
physician has specifically prescribed these 
measures? What personnel manager or 
supervisor will properly adjust the car- 
diac patient’s work schedule—unless the 
physician has clearly prescribed the pa- 
tient’s 24-hour schedule of working and 
living activities? What local health de- 
partment will allocate its often meager 
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resources to home services for the dis- 
abled—unless the medical society en- 
dorses such programs, and practicing 
physicians use the services? 

I have tried to present to you here- 
with some of the changes that are 
affecting medicine, public health, and re- 
habilitation. I have shared with you 
some thoughts on the challenge of dis- 
ability and how we may meet it with 
greater confidence. It will not be easy 
to stimulate a fresh view of disability as 
a preventable evil. Even with the great 
scientific advances, the medical solution 
of disability will not be easy. It is up to 
us to try. 

A first step is for men and women in 
the fields of medicine, public health, and 


rehabilitation to get to know each other 
better. Better understanding of one ap. 
other’s aims, methods, needs, reso 
and problems; better communication— 
these will lead us into better ways of 
working together for the goals we aj] 
want to attain. 

Let us also work together for the pa- 
tient in his community. This means that 
we must work toward better organiza. 
tion of community services, better bal. 
ance in our programs, earlier application 
of preventive methods in the care of al] 
patients. We must do so if our material 
resources, with a shrinking dollar and a 
shrinking supply of competent personnel, 
are to suffice in making a significant im- 
pact on disability. 
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Fat consumption in the United States* 


Frederick H. Epstein, M.D.+ 


Vital statistics show wide variation in 
arteriosclerotic heart disease mortality 
among different States of the Union.' 
Such variations, if real, might be related 
to differences in dietary habits, particu- 


®Reprinted from Public Health Reports, April 
1960. 
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published extensive tables on food con- 
sumption based on household interviews 
conducted in the spring of 1955, which 
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permitted testing for differences among 
the four major regions of the Union 
(North East, North Central, South and 
West), between urban and rural areas, 
and between income groups.’ Variations 
in the quantity or types of food con- 
sumed among the population segments 
thus defined would be of help in identi- 
fying groups suitable for more detailed 
epidemiological studies of the relation 
between nutrition and cardiovascular 
disease. 

This analysis of the U.S. Department 
of Agriculture data searches for such 
variations. It was realized, however, that 
the original survey was intended to serve 
a quite different purpose, that is, to col- 
lect information “for administration of 
public programs affecting food supply, 
distribution and consumption; for edu- 
cational programs to improve food habits, 
and for private efforts to broaden and 
improve the marketing of foods.””* Data 
collected for one purpose do not neces- 
sarily lend themselves to analysis for 
another. Yet this study seemed justified 
in view of the paucity of detailed in- 
formation on the food habits of sub- 
groups of the general population in the 
United States and their possible relation 
to disease patterns, particularly athero- 
sclerosis. 

Several publications of the U.S. De- 
partment of Agriculture have summa- 
rized part of the information culled for 
the survey.*” In particular, the average 
fat consumption in the four major re- 
gions, North East, North Central, West, 
and South, was analyzed in terms of sat- 
urated and unsaturated fatty acid content 
but no breakdowns by degree of urban- 
ization and income were made.** Our 
data present a systematic and simultane- 
ous analysis of almost all relevant fat- 
containing food items in the diet by re- 
gion, by degree of urbanization, and by 
income group. Moreover, the data given 
in the tables published by the U.S. De- 
partment of Agriculture refer to average 
household rather than per capita con- 
sumption, regardless of the fact that cer- 
tain food items are eaten only by a pro- 
portion of the population. In this analy- 
sis, data are presented for per capita con- 
sumption among users only. 

Our findings suggest that major over- 
all dietary habits of fat consumption vary 
remarkably little among different broad 
segments of the general population with- 
in the United States, a significant obser- 
vation from the point of view of epi- 
demiological research into the causes of 
atherosclerotic diseases. 


METHODS OF ANALYSIS 


The tables on “Dietary Levels of 
Households” were used for the determi- 
nation of total calorie, fat, and protein 
consumption.’ Individual food items were 
analyzed, using the tables on “Food Con- 
sumption of Households.”* These tables 
provide data on average consumption in 
households and also the average number 
of persons per household in different 
regions and groups. Thus by dividing 
household consumption by household 
size, per capita food consumption of 
the total segment of the population 
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Just one prescription 
for new 


(Oretic® with Harmonyl®) 


: keeps your hypertensives 
wide awake & working 
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GIVE THEM THE BENEFITS OF 
1 ORETIC’s pronounced saluresis 


2 HARMONYL’s selective antihyperten- 
sive effect 


3 Potentiating action of both agents 
working together 


When Harmonyl, Abbott’s unique rau- 
wolfia alkaloid, is combined with the 
potent diuretic/antihypertensive Oretic, 
the result is convenient, efficient one- 
tablet treatment especially suited to 
hypertensives who must stay alert and 
active during the day. 

Oreticyl keeps hypertensives wide 
awake and working because Harmonyl 
has a selective action. It lowers blood 
pressure without undue side effects. 
For example, in a series of studies! of 
403 hypertensive and mixed anxiety 
patients treated with Harmonyl alone, 
only 6 reported any depression; only 12 
reported any nasal stuffiness; only 13 
reported any lethargy. 

Oretic potentiates the antihyperten- 
sive action of Harmonyl, and also pro- 
duces elimination of water and sodium. 
Thus, in many cases some relaxation of 
rigid low-salt diets may be allowed. 

To further tailor therapy to the needs 
of the individual patient, three preci- 
sion dose forms are available: 


Oreticyl Forte. Oretic 25 mg., 
Harmonyl, 0.25 mg. 


Oreticyl 25. Oretic 25 mg., 
Harmonyl, 0.125 mg. 


Oreticyl 50. Oretic 50 mg., 
Harmonyl, 0.125 mg. 


All in bottles of 100 and 1000. 


1, Billow, B. W. et al., The Use of a New Rauwolfia Derivative, 
Deserpidine, in Mild Functional Disturbances and Office Psychiatry, 
N. Y. J. Med., 59:1789, May, 1959. 

2. Winsor, T., Comparative Effects of Various Rauwolfia Alkaloids 
in Hypertension, Diseases of the Chest April, 1959. 


3. Rawls, W. B. and Evans, W. L., Jr., Clinical Experiences with 
Deserpidine in the Management of Hypertension and Anxiety 
Neurosis, N, Y. J. Med., 59:1774, May, 1959. 


Oreticyl—Trademark for Oretic with Harmony! 
Oretic—Hydrochlorothiazide, Abbott 
Harmonyl—Deserpidine, Abbott 
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Combining the antacid MAALOx® with aspirin increases both absorption and 
utilization of the salicylate. As a result, ASCRIPTIN acts twice as fast as plain 
aspirin and analgesic action lasts much longer due to maintenance of higher 


plasma salicylate levels. 


Gastric irritation seldom occurs with ASCRIPTIN even when large doses are 


given over prolonged periods. 


Of particular value in arthritis and rheumatic disease, ASCRIPTIN is an ex- 


cellent salicylate for routine use. 


Formula: Acetylsalicylic acid 0.80 Gm., MAALOX (magnesium-aluminum hy- 
droxides) 0.15 Gm. Offered: Bottles of 100 and 500. 


WILLIAM H. RORER, INC. 


...for more effective pain relief 


particularly suited for arthritic patients 


Philadelphia 44, Pa. 


under consideration may be calculated. 

A further correction is required for 
calculating consumption among those 
actually using the food item in question. 
This can be accomplished by dividing the 
average per capita consumption by the 
percentage of “users.” An error may be 
introduced by this method since it tacitly 
assumes that household size is the same 
among users and non-users, not neces- 
sarily a correct assumption. Thus, in 
Great Britain at least, it has been shown 
that the number of children in a family, 
a decisive factor in household size, is 
more critical than social status in deter- 
mining food habits.’ In defense of using 
the correction in question, it may be said 
that the average household size in the 
four different areas of comparable urban 
and rural localities is generally so similar 
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(3 to 4 persons per household) that the 
assumption of comparable household size 
among users and non-users may produce 
no more or possibly even less error than 
the uncertainties inherent in gathering 
the basic dietary information, or the in- 
evitable failure to adjust for the varying 
ages among the household members. 

The basic data refer to food consumed 
rather than food purchased. Nevertheless, 
there is likely to be some overestimate 
of intake because of “food waste,” a 
quantity notoriously difficult to gauge. 
Uncertainty regarding food waste is par- 
ticularly troublesome in estimating fat 
intake. 

Eighty-eight charts have been pre- 
pared. Twelve of these depict the intake 
of calories, protein, and fat in the four 
major regions. The remaining 76 charts 


pertain to household and per capita con. 
sumption of 19 different fat-containing 
food items. Each chart represents one of 
the four regions. Each of the 88 charts 
includes breakdowns into the three de- 
grees of urbanization, urban, rural non. 
farm, and rural, and, within these, differ. 
ent income groups. 


CALORIES, PROTEIN, AND FAT 


The large number of charts precluded 
publication in their entirety. Brief, de- 
scriptive annotations of the charts are 
obtainable from the author upon request, 

Average total caloric intake tends to 
be somewhat lower in the urban and 
rural nonfarm areas of the North East 
than in the comparable areas of the three 
other main regions of the country. There 
is a general tendency for caloric intake 
to increase, moving from town to coun- 
try; intake in the farm areas is uniformly 
highest, including the North East. There 
is no discernible association between cal- 
oric intake and income level, except for 
a slight positive correlation in the urban 
North East and in the urban and rural 
nonfarm areas of the South and West. 

Average protein intake seems to be no 
different by region or area, except for a 
somewhat lower intake in urban and 
rural nonfarm areas of the South. In the 
same areas in the South and the West, the 
protein intake tends to rise with income; 
a less definite but suggestive correlation 
with income is noted in the two urban 
areas of the North. 

The trends for total fat and protein 
consumption are similar except that farm 
consumption usually tends to be higher 
than urban and rural nonfarm consump- 
tion. As in the case of protein, fat in- 
take tends to rise with income in the 
urban and rural nonfarm areas in the 
South and West, income group 1 denot- 
ing the lowest and income group 8 the 
highest level. It is difficult to decide 
from inspection of graphs whether any 
of the less obvious differences be- 
tween income groups are significant sta- 
tistically or nutritionally, taking into ac- 
count the variations inherent in the 
method of data collection. 

In summary, there is a considerable 
degree of uniformity in average caloric, 
protein, and fat intake, irrespective of re- 
gion (North East, North Central, South, 
or West) or area (urban, rural nonfarm, 
and farm). However, caloric intake 
tends to be lower in the two more urban 
areas in the North East, and there is a 
distinct tendency for all three variants 
to show a positive correlation with in- 
come in the two more urban areas in the 
South and West and possibly in the 
other two regions as well. 


FATS AND OILS 


The “total fats and oils” category in- 
cludes butter, margarine, shortenings, 
salad dressings, and salad and cooking 
oils. Household fat consumption increases 
with diminishing degrees of urbanization 
in all four regions. This trend, as well 
as the higher consumption in the South, 
reflects household size. 

Since differences in average household 
consumption tend to reflect differences 
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THE WM. ©. MERRELL COMPANY 
announces the availability of 


(brand of triparanol) 


the first cholesterol-lowering agent to 
inhibit the formation of excess 
cholesterol within the body, reducing both 
serum and tissue cholesterol levels. 


no demonstrable interference with other vital 
biochemical processes reported to date. 


convenient dosage: one 250 mg. capsule daily 


toleration and absence of toxicity established 
by 2 years of clinical investigation. 


The following pages report the clinical 
findings of therapy with MER/29 among 
patients with hypercholesterolemia 

and conditions thought to be associated 
with it, such as 


coronary artery disease (angina pectoris, 


postmyocardial infarction) 


generalized atherosclerosis 
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THE 


FACTS ABOUT MER/29™ 


Fundamental differences between MER/29 and other 


MER/29 


cholesterol-lowering substances 


Cholesterol produced within the body by 
biosynthesis is about three times as great in 
amount as that obtained from diet. Before MER/29, 
no practical method of modifying total body 
cholesterol production was known. Those measures 
used to lower cholesterol (unsaturated fatty 
acids or other dietary measures, vitamins, 

plant sterols, hormones, etc.) succeeded only 

in modifying exogenous sources of cholesterol 

or accelerating its metabolism. 


MER/29 is fundamentally different, since it 
inhibits cholesterol biosynthesis. Thus, MER/29 
offers for the first time a method of controlling 
total body cholesterol content. 


reduces serum cholesterol in 89% 


of patients, with or without dietary restrictions. 


Radioisotope studies indicate reduction of 
tissue cholesterol as well.** 


High cholesterol levels are generally considered 
those above 250 mg.%. Here is a tabular 

summary of preliminary data on MER/29 therapy in 463 
patients with hypercholesterolemia (over 250 mg.%). 


MEAN cHol€sre ROL 
BeFORE meR/24 
324 mg ‘To 


EAN CHOLE STEROL 
AFTER MER/29.. 2539, lo— FOR AN 
AVERAGE DECAE ASE 
350 71mg. % 
oR 219% 


" CHOLESTEROL 
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Safety 


Clinical studies show that cholesterol reduction 
usually begins within two weeks. Maximum effect 

is achieved in five to eight weeks, and is usually 
maintained as long as therapy is continued. The 
studies of Hollander, Chobanian and Wilkins and those of 
Oaks, Lisan and Moyer showed that cholesterol levels 
were lowered by MER/29 therapy, irrespective of diet. 


Reduction of total body "miscible pool" of cholesterol 
has been confirmed by radioisotope studies. Hollander 
and Chobanian, for example, found that the apparent 
miscible pool of cholesterol was reduced from 184 Gm. 

in the control period to 100Gm. during MER/29 
administration. 


Studies in animals on MER/29 have shown the following tissue 


changes: erythrocyte cholesterol levels reduced 40%; 
plasma cholesterol reduced 62%; liver reduced 40%; 
skeletal muscle reduced 27%; lung reduced 535%; aorta 
reduced 21%. Significantly, brain and adipose tissue 
remained unaffected during the period of observation. 


and toxicity studies”’ 7,10, 12,17, 19, 21-24, 30, 32-34 


MER/29 is well tolerated. In a recent analysis of 576 
individual case reports, 165 had been treated with MER/29 
for continuous periods in excess of a year. A number 

had received two to four times the daily recommended dose 
for as long as 14 months. Side effects were seldom 

seen, and the incidence of those reported (nausea, 
dermatitis) usually was correlated with dosages 

greater than those now recommended. 


In no case has there been clinical indication of toxic 
effects on the function of any vital organ or system. 
It should be noted that excretion of MER/29 or its 
metabolites may produce a false positive reaction for 
albuminuria. 
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THE FACTS ABOUT MER/29 


Clinical observations of MER/29 in 
5,7, 10, 12, 17-19, 21, 23-25, 28-34, 41 


atherosclerosis 


The lowering of high cholesterol levels is regarded by 
many as a desirable clinical objective. Moreover, a 
substantial body of medical opinion implicates elevated 
cholesterol as a contributor to coronary artery disease 
and generalized atherosclerosis. Since MER/29 lowers 
total body cholesterol, can it modify atherosclerotic 
conditions? While the ultimate answer must await the 
results of long-term clinical experience, preliminary 
observations were reported at... 


The MER/29 Conference at Princeton 


To help find the answer, 18 leading research teams 

met to discuss the relationship of MER/29 to 

cholesterol metabolism and atherosclerosis. The con- 
ference, moderated by Dr. Irving S. Wright, and 
summarized by Dr. Konrad E. Bloch, Dr. Robert W. Wilkins, 
and Dr. Irvine H. Page, was held last December at 
Princeton, New Jersey. 


(The complete transcript of this conference is published 
as a supplement to the May, 1960, issue of Progress in 
Cardiovascular Diseases.) 


Objective findings 


The team of Dr. William Hollander, Dr. Aram V. Chobanian, 
and Dr. Robert W. Wilkins at Massachusetts Memorial 
Hospitals presented Fig. 1. It indicates 

a reversal of exercise-precipitated ECG abnormalities 

in a patient with angina pectoris during four months 

of MER/29 therapy. In all, they reported that three of 
nine patients showed reversal of exercise-induced ECG 
abnormalities after three months of MER/29 therapy. 
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Figure 1 


ebo placebo MER/29 MER/29 MER/29 MER/29 
therapy- plac 3 weeks 8 weeks 14 weeks 16 weeks 
rest exercise rest exercise rest exercise rest exercise rest exercise rest exercise 


angina O + 
Sholestero! 320 308 236 185 190 184 


Dr. Philip Lisan of Dr. John H. Moyer's group at 
Hahnemann Hospital presented Fig. 2. It also indicates 
reversal of ECG abnormalities in a patient with 

angina pectoris. | 


Figure 2 


before MER/29 after MER/29 


before MER/29 after MER/29 
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Dr. A. C. Corcoran of St. Vincent Charity Hospital, 
Cleveland, and Dr. Arthur Ruskin of University of Texas 
reported similar objective findings. Many of these 
investigators noted that patients offered subjective 
evidence that they were experiencing a feeling of 
better health on MER/29 therapy, and that nitroglycerine 
dependence was diminishing. 


Negative data were presented by Dr. Henry I. Russek 
of Staten Island, N. Y. He reported a study of. 
exercise-electrocardiographic tests in 14 selected 
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subjects on MER/29. None of these patients had shown 
more than transient improvement in exercise tolerance 
after 3 months of treatment. It should perhaps be noted 
that this group of angina pectoris patients was a 
select group, having complained of symptoms for long 
periods of time. 


Subjective findings 


Dr. Meyer H. Halperin of Lynn, Massachusetts, reported 
a series of 18 patients with angina pectoris. Nine of 
this group obtained unequivocal subjective relief of 
symptoms after various periods of therapy with MER/29. 
An analysis of the duration of symptomatology in these 
patients indicated that response occurred more 
frequently when the ischemic heart disease had been 
present for shorter periods. Specifically, those who 
responded had had the condition for an average of 2.9 
years, while the average time for those who did not 
respond was 5.2 years. 


This study suggests that improvement in angina pectoris, 
when it occurs, may best be expected in those patients 
in whom the symptoms have been present for shorter 
periods of time. Additional experience will be 
required to determine whether long-term therapy can 
reverse long-standing symptomatology. 


Dr. William B. Kountz of the Washington University 
School of Medicine, St. Louis, reported a group of 
79 patients with varying degrees of hypertension, 
angina pectoris, diabetes, atherosclerosis or 
myocardial infarction. "Clinical improvement was 
observed and was also reported to us by patients. 
In some instances the anginal pain improved very 
much," 


Similar subjective findings were also reported by 
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Dr. Corcoran, eight of whose nine patients ‘netea a 
feeling of better health, whilé five demonstrated 
electrocardiographié improvement on MER/29. In three 
of these patients, nitroglycérine requiréments were 
dramatically reduced. 


IN SUMMARY ... “MER /29 does consistently lower total body 
cholesterol by inhibition of endogenous cholesterol 
formation. Séme patients with coronary artery disease, 
while on MER/29, have expérienceda cohcurrent clinical 
benefits such ds reduction in frequency and severity 

of anginal attacks, reduction in nitroglycerine 
dependénce, reversal of ECG abnormalitiés both at rest 
and following exercise-induced ‘changes, and 4 sehse 

of improved health ahd well-being. 


The explanation of thése ¢lihital benefits is 

as yet unknown; however, several hypothesés have 
been advanced. One group speculates that MER/29 
"may actually improve the adequacy of coronary 
circulation." Another investigator suggests that 
MER/29 exerts 4 vasodilating action; though 
pharmacologically MER/29 produces only transient 
vasodilating effects. Whatever the explanation, 
observation of these benéfits among ¢ertain patients 
has awakened mounting interést in MER/29 as an 
important new agent in the ianagement of patients 
with hypercholesterolemia and atherosclerosis. 


MER/29 may be given to your 

patients with hypercholesterolemia 

and conditions thought to be dasséciated 
with elevated cholesterol levels, including 
coronary artery diseasé (angina pectoris 
and postmyotardial infarction) and 
generalized atherosclerosis. 


; 
4 
x 
3 
| 
' 
a 
| 
| 
; : 
| 
Se 


THE WM. S. MERRELL COMPANY 


announces the availability of 


MER/29 


(brand of triparanol) 


eee the first cholesterol-lowering agent to 
inhibit the formation of excess 
cholesterol within the body, reducing both 


Indications: May be used for patients 
with hypercholesterolemia and condi- 
tions thought to be associated with 
elevated cholesterol levels, includ- 
ing coronary artery disease (angina 
pectoris and postmyocardial infarc- 
tion) and generalized. atheroscle- 
rosis. 


Caution: MER/29 is a new drug which 
inhibits cholesterol biosynthesis in 
the body. Since cholesterol plays an 
important role in the development of 
the fetus, the drug should not be ad- 
ministered during pregnancy. 


Hypercholesterolemia and its associ- 
ated conditions may require MER/29 
therapy over a long period. MER/29 has 
been shown to be entirely safe in the 
periods the drug has been studied, but 
long-term or lifetime effects are un- 
known. Periodic examination of pa- 
tients on long-term MER/29 therapy is 
therefore necessary. While clinical 
liver damage has not been encountered, 
periodic liver function tests may be 
desirable until more long-term safety 
data are available. 


serum and tissue cholesterol levels. 


Note: The specific site of action of 
MER/29 is now known to be between des- 
mosterol (reported to be the last pre- 
cursor inthe synthesis path) and 
cholesterol. Although greater than 
normal quantities of desmosterol can 
be qualitatively shown in the livers 
and blood of animals and the blood of 
human beings treated with MER/29, 
reduction of total sterols suggests 
little, if any, accumulation. The sig- 
nificance of the presence of this sub- 
stance is unknown and speculative. 


Compatibility with other cardiovas- 
cular therapies: MER/29 is not to be 
considered a substitute for measures 
ordinarily employed to control anxi- 
ety, hypertension, obesity, and other 
conditions associated with cardiovas- 
cular disorders. However, MER/29 is 
compatible with measures used in these 
disorders, including anticoagulants, 
nitroglycerine, and PETN. 


Dosage: One capsule daily, before 
breakfast. Each capsule contains 
250 mg. triparanol. 


Supplied: In bottles of 30 pearl gray 
capsules. 
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in household size rather than true differ- 
ences in consumption between groups, 
only per capita consumption will be dis- 
cussed. Household data may be obtained 
from the detailed tabulations. Per capita 
consumption of fats and oils is strikingly 
similar in all regions and within com- 
parable areas and income groups, except 
for a somewhat lower level in the urban 
North East, where total caloric and total 
fat consumption are also lower. In each 
region, except in the West, consumption 
per person is lowest in the urban and 
highest in the rural areas. 

Baked products, not being primarily 
fat-containing, have been excluded from 
this analysis. While the consumption 
of baked products and prepared foods 
is known to be higher in urban than 
rural areas,’ it is unlikely that their in- 
clusion would have materially altered 
the general picture of fat consumption. 
Baked goods form but a part of the 
category of “grain products,” a group 
which, even as a whole, accounts for no 
more than 5 to 7 percent of the calories 
derived from fat in the different regions 
and areas.’ It is not implied that baked 
products are an unimportant source of 
fat or calories for some people or groups. 

It is clear that the total consumption 
of separated fats is high, regardless of 
region, degree of urbanization, and in- 
come. The types of separated fats con- 
tributing to this total picture might be 
suspected to differ appreciably among 
the various population groups, but fur- 
ther analysis gives little support to this 
hypothesis. When the consumption levels 


of butter, margarine, shortenings (lard 
and nonlard), salad dressings, and salad 
and cooking oils are charted individually, 
no striking differences among regions, 
areas, or income levels emerge. More- 
over, since the proportion of users of 
these various types of separated fats is 
reasonably similar from one region, area, 
or income level to the next, these obser- 
vations rule out major intergroup differ- 
ences in the food patterns under discus- 
sion. Yet some differences must exist 
since we must assume that the non-users 
of one particular type of fat substitute 
another, for example, vegetable shorten- 
ing for lard, if we are to account for the 
similarity in total fat and oil consump- 
tion among different subgroups. The 
basic tabulations do not provide the 
breakdowns necessary for such an analy- 
sis, which was beyond the scope of the 
original purposes of the survey as ex- 
plained. Nevertheless, significant group 
variations in this regard may well exist. 
Thus, although relatively few households 
use salad and cooking oils, consumption 
tends to be high among those who do, 
presumably at the expense of the more 
saturated forms of fat. 


DAIRY PRODUCTS 


Detailed tabulations have been made 
for milk (fresh fluid and evaporated), 
cream, ice cream and ice milk, cheese, 
and eggs. In general, the findings are 
similar to those for separated fats. Little 
variation in consumption level has been 
encountered among the users in the dif- 
ferent regions, areas, and income groups. 


Likewise, for each given dairy product, 
the percentage of users tends to be com- 
parable from one population subgroup to 
the next. Rural areas in general and the 
South are exceptions. Consumption is 
higher in farm districts and lower in the 
southern States. Within the dairy prod- 
ucts group, there is less room for substi- 
tutions than in the “fats and oils” cate- 
gory and there is even firmer ground for 
stating that there are no major inter- 
group differences in consumption. 


MEAT, POULTRY, AND FISH 


As in the case of fats and oils and 
dairy products, the economic leveling 
process has tended to equalize differ- 
ences in meat, poultry, and fish con- 
sumption. Exceptions are a lower meat 
consumption in the South, at all degrees 
of urbanization, and a slight positive 
association between meat consumption 
and income. Also, the proportion of 
households using fish is higher in the 
North East. The present findings are not 
in accord with the statement that meat 
is of lesser importance in rural diets.’ 
The data in support of this claim are 
based on the total category of “meat, 
poultry, and fish” and, not being ex- 
pressed as per capita consumption of 
users, can be explained by the fact that 
the proportion of users of poultry and 
fish is higher in urban than rural areas. 


COMMENTS AND RECOMMENDATIONS 


It would seem permissible to conclude 
from these data that selected income 
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groups in certain regions and areas of 
the United States do not appear to offer 
themselves as units for more detailed 
study of the relationship between fat in- 
take and coronary heart disease. Yet, it 
is likely that there are more narrowly 
defined cultural and religious subgroups 
within the United States differing suffi- 
ciently in dietary habits to permit a 
study of the relationships between diet 
and disease in this country which might 
be more easily interpreted than certain 
international comparisons. 

There is also a need for concurrent 
clinical and dietary studies among popu- 
lations or representative population sam- 
ples, using methods of dietary history 
taking of adequate validity and reliabil- 
ity, in order to delineate differences in 
dietary habits between individuals with- 
in the same group rather than searching 
for differences between groups. In this 
light, the original interview records col- 
lected in the survey by the U.S. Depart- 
ment of Agriculture may still offer op- 
portunity for more detailed scrutiny. 

Originally it was hoped that informa- 
tion on the type and amount of fat-con- 
taining foodstuffs would provide an in- 
direct measure of the degree of saturation 
of fats in the diet of a given group. It 
seemed too difficult, however, to gain a 
consistent picture of dietary fatty acids 
content by reconstructing the contribu- 
tions of individual food items. Stiebeling 
has analyzed the survey data on fats in 
terms of saturated, oleic, and _ linoleic 
acid content in the four regions but pro- 


vided no further breakdown by degree 
of urbanization or income, nor did she 
correct for the effect of non-usage.’ 
This analysis suggested a somewhat 
higher ratio of unsaturated to saturated 
fatty acid in the South; the other three 
regions showed no appreciable dissimi- 
larities in this regard. 

It is not possible to extrapolate these 
findings to the more detailed ramifica- 
tions of the populations into the areas 
and income groups discussed here. If 
the general conclusion is correct that no 
major differences in the consumption of 
fat-containing foods exist between the 
population segments considered, the 
same conclusion would generally apply 
to the constituent fatty acids. 


SUMMARY 


An analysis, based on the household 
food consumption survey made by the 
U.S. Department of Agriculture in the 
spring of 1955, of the consumption of 
calories, protein, and fat, and the major 
fat-containing foods, has been made. The 
consumption of “fats and oils,” “dairy 
products,” and “meat and fish” has been 
broken down into 19 different food 
items. For each of these, data are pre- 
sented on the proportion of users of the 
various foods, their consumption level 
among the households using them, and 
the per capita consumption by the users. 
These data are further broken down 
by the four major regions of the United 
State, degree of urbanization, and in- 
come level. This report, differing in aim 


from others published, is based on caley. 
lations including only households actual. 
ly using the food item rather than ay. 
erages for the total group regardless of 
the proportion of users. 
Epidemiological studies into the rela. 
tionship between fat intake and athero. 
sclerosis aim at delineating population 
segments differing in fat intake. The 
present analysis was undertaken in the 
hope that the extensive and detailed 
fragmentation of the total population by 
region, area, income, and proportion of 
users might identify subgroups exposed 
to possible preferential risk by a high 
intake of certain fats. Allowing for 
methodological difficulties, no such sus- 
ceptible population subgroups could be 
shown to exist in the United States in 
terms of the particular breakdowns made, 
The feasibility of epidemiological studies 
of the kind envisaged within the United 
States would seem to depend, therefore, 
on identifying intragroup differences be- 
tween individual members of the com- 
munity rather than intergroup differences 
between broadly defined regional or so- 
cioeconomic population segments. 


DOCUMENTATION NOTE 


The complete set of 88 charts and the 
tables from which the charts were drawn, 
covering variations in the fat and oil 
consumption among the population seg- 
ments defined by the U.S. Department of 
Agriculture survey of diet in the United 
States by household interview, have been 
deposited as document No. 6142 with 
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ELECTROCARDIOGRAPHIC TECH. 
NIQUES. A Manual for Physicians, Nurses and 
Technicians. By Kurt Schnitzer, M.D. Second 
revised and enlarged edition. Cloth. Pp. 109, 
with illustrations. Price $4.75. Grune & Strat. 
ton, Inc., 381 Fourth Avenue, New York 16, 
1960. 


EDEMA. Mechanisms and Management. A 
H i on Salt and Water Re- 
tention. Edited by John H. Moyer, M.D., Pro- 
fessor -, Chairman of The Department of 
Medical College and Hos- 
pital; and Sian Fuchs, M.D., Assistant Pro- 
fessor of Medici Medical College 
and Hospital. Cloth. Pp. 833, with illustra- 
tions. Price $15.00. W. B. Saunders Company, 
West Washington Square, Philadelphia 5, 1960. 


THE CONCISE ENCYCLOPEDIA OF MOD- 
ERN SURGERY. By James Hale Rutledge, 
B.S., M.D., F.A.C.S. Cloth. Pp. 308, with il- 
lustrations. Price $8.00. Chilton Company, 
Book Division, 56th and Chestnut Sts., Phila- 
delphia 39, 1960. 


PATHOGENESIS AND TREATMENT OF 


’ OCCLUSIVE ARTERIAL DISEASE. The Pro- 


ceedings of a Conference held in London at the 
Royal College of Physicians of London, 13th- 
14th November 1959. Edited by Lawson Mc- 
Donald. Paper. Pp. 237, with illustrations. 
Price $5.00. J. B. Lippincott Company, East 
Washington Square, Philadelphia 5, 1960. 


THE INTESTINAL TRACT. Structure, Func- 
tion and Pathology in Terms of the Basic Sci- 
ences. By Richard Paul Spencer, A.B., 
M.D., Helen Hay Whitney Research Fellow in 
the Department of Biological Chemistry, Har- 
vard Medical School; formerly, Assistant Direc- 
tor of the Radioisotope Laboratory and Radio- 
isotope School, National Naval Medical Center, 
Bethesda, Maryland. Cloth. Pp. 411, with il- 
lustrations. Price $12.75. Charles C Thomas, 
Publisher, 301-327 East Lawrence Street, 
Springfield, Illinois, 1960. 


A PRIMER OF ELECTROCARDIOGRAPHY. 
By George E. Burch, M.D., F.A.C.P., Hender- 
son Prof of Medicine, Tulane University 
School of Physician-in-Chief, Tulane 
Unite, Charity Hospital; Consultant in Cardio- 
vascular Diseases, Ochsner Clinic, Ochsner 
Foundation Hospital, Veterans Administration 
Hospital; Visiting Physician, Touro Infirmary; 
Consultant in Medicine, Hotel Dieu, [Illinois 
Central Hospital, New Orleans; and Travis Win- 
sor, M.D., F.A.C.P., Assistant Clinical Pro- 
fessor of Medicine, University of Southern Cali- 
fornia Medical School; Director, Heart Research 
Foundation, Los Angeles; Junior Attending Phy- 
sician, Los Angeles County Hospital; Staff Mem- 
ber, St. Vincent’s Hospital, Los Angeles. Ed. 4. 
Cloth. Pp. 293, with illustrations. Price $5.00. 
Lea & Febiger, Washington Square, Philadel- 
phia 6, 1960. 


CRASH INJURIES. The Integrated Medical 
Aspects of Automobile Injuries and Deaths. By 
Jacob Kulowski, M.D., F.A.C.S., F.1.C.S., At- 
tending Orthopaedic Surgeon, St. Joseph’s Hos- 
pital and State Hospital No. 2, St. Joseph, Mis- 
souri. Cloth. Pp. 1080, with illustrations. Price 
$32.50. Charles C Thomas, Publisher, 301-327 
East Lawrence Street, Springfield, Illinois, 1960. 
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Lindsay, M.D., Professor of Pathology, 
Sent of California School of Medicine; 
Pathologist, H. C. Moffitt Hospital, San Fran- 
cisco, California; Director of Laboratories, Se- 
quoia Hospital, Redwood City, California; Con- 
sultant in Pathology to Letterman General Army 
Hospital, San Francisco, California; Oakland 
Veterans Administration Hospital, ; Oakland, 
California. Cloth. Pp. 168, with iliustrations. 
Price $8.50. Charles C Thomas, Publisher, 301- 
327 East Lawrence Street, Springfield, Illinois, 


1960. 


Science and Psychoanalysis. Volume III. 
PSYCHOANALYSIS AND HUMAN VALUES. 
Edited by Jules H. Masserman, M.D., Professor 
of Neurology and Psychiatry, Northwestern Uni- 
versity; Director of Education, Illinois State 
Psychiatric Institute, Chicago. Cloth. Pp. 377. 
Price $11.00. Grune & Stratton, Inc., 381 
Fourth Avenue, New York 16, 1960. 


ELECTROPHYSIOLOGY OF THE HEART. 
By Brian F. Hoffman, M.D., Associate Professor 
of Physiology, College of Medicine, State Uni- 
versity of New York, Downstate Medical Center, 
Brooklyn, New York; and Paul F. Cranefield, 
Ph.D., Associate Professor of Physiology, Col- 
lege of Medicine, State University of New York, 
Downstate Medical Center, Brooklyn, New 
York. Cloth. Pp. 323, with illustrations. Price 
$12.50. McGraw-Hill Book Company, 330 West 
42nd Street, New York 36, 1960. 


PSYCHOTHERAPISTS IN ACTION. Ex- 
plorations of the Therapist’s Contribution to the 
Treatment Process. By Hans H. Strupp, Depart- 
ment of Psychiatry, School of Medicine, Uni- 
versity of North Carolina, Chapel Hill. Cloth. 
Pp. 338, with illustrations. Price $8.75. Grune 
& Stratton, Inc., 381 Fourth Avenue, New York 
16, 1960. 


MEDICAL, SURGICAL, AND GYNECO- 
LOGICAL COMPLICATIONS OF PREGNAN- 
CY. By The Staff of the Mount Sinai Hospital, 
New York City; Edited by Alan F. Guttmacher, 
M.D., Obstetrician and Gynecologist-in-Chief, 
The Mount Sinai Hospital, New York; and 
Joseph J. Rovinsky, M.D., Assistant Attending 
Obstetrician and Gynecologist, The Mount Sinai 
Hospital, New York. Cloth. Pp. 619, with il- 
lustrations. Price $16.50. The Williams & Wil- 
kins Company, 428 East Preston Street, Balti- 
more, 1960. 


FUNDAMENTALS OF CLINICAL HEMA- 
TOLOGY. By Byrd S. Leavell, M.D., Professor 
of Internal Medicine, Physician-in-charge, He- 
matology Section, School of Medicine, Univer- 
sity of Virginia; Attending Physician, University 
of Virginia Hospital; and Oscar A. Thorup, Jr., 
M.D., Associate Professor of Internal Medicine, 
School of Medicine, University of Virginia; At- 
tending Physician, University of Virginia Hospi- 
tal. Cloth. Pp. 503, with illustrations. Price 
$10.00. W. B. Saunders Company, West Wash- 
ington Square, Philadelphia 5, 1960. 


A DICTIONARY FOR MEDICAL SECRE- 
TARIES. By Isabel Alice Stanton, Secretary, 
Director of Graduate Training, Baylor Univer- 
sity College of Dentistry; formerly Supervisor, 
Baylor Hospital Central Dictating Unit; Secre- 
tary, Coordinator of Internal Medicine, Division 
of Graduate Medicine, University of California, 
Los Angeles. Cloth. Pp. 175. Price $6.50. 
Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1960. 


NEUROCHEMISTRY OF EPILEPSY. Seizure 
Mechanisms and Their Management. By Don- 
ald B. Tower, M.D., Ph.D., Chief of the Sec- 
tion of Clinical Neurochemistry, National Insti- 
tute of N logical Di and Blindness, 
National Institutes of Health, Bethesda, Mary- 
land; Medical Director, U.S. Public Health Re- 
serve; and Associate Professor of Neurology, 
Georgetown University Medical School, Wash- 
ington, D.C. Cloth. Pp. 335, with illustra- 
tions. Price $9.00. Charles C Thomas, Publish- 
er, 301-327 East Lawrence Avenue, Springfield, 
Illinois, 1960. 


HOW YOU CAN STOP SMOKING PERMA- 
NENTLY. By Ernest Caldwell. Paper. Pp. 96. 
Price $1.00. Wilshire Book Company, 8721 
Sunset Boulevard, Hollywood 46, California, 
1960. 
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During the last decade we have experi- 
enced an increase of about 40 percent 
in the total volume of goods and services 
produced in the United States. Although 
population has also increased sharply in 
this same period, individual income re- 
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ceivers are markedly better off. Income 
per head at constant prices, which was 
$2,300 in 1950, will be about $2,800 in 
1960, and in the next 10 years the av- 
erage is expected to rise to about $3,500. 

For our children and young people, 
this should mean an enhancement of eco- 


JOURNAL A.O.A., VOL. 59, JULY 1960 


A-151 


Mi 
t 
D> 
d be. 
ECH- 
and 
cond 
109, 
Strat. 
16, 
Re- 
Pro- 
t of 
Hos- 
Pro- 
lege 
tra- 
any, 
60. 
“A; 
ige, | 
il- 
ny, 
oF 
he 4 
ip WW 
N E e 
prot 
- 
i 
i 
ig 


the spot coverage 


A TOPICAL FUNGICIDE FOR TOPICAL FUNGOUS INFECTIONS 


Athlete’s foot is caused by fungi invading the horny, keratinized 
layers of the skin that are not reached by the normal blood supply. 
Desenex applied topically to superficial fungous infections brings the 
antifungal undecylenic acid and zinc undecylenate into direct contact 
with the fungi. Hundreds of thousands of cures in athlete’s foot have 
resulted from topical treatment with Desenex — proved to be among 
the least irritating and best tolerated of all potent fungicidal agents. 
Pennies per treatment — Desenex Ointment may be applied liberally 
to both feet every night for a week and a half from a single tube. 


ointment & powder & solution D ese QYX 


Maltbie Laboratories Division, Wallace & Tiernan Inc., Belleville 9, New Jersey 


PHOTOGRAPH, COURTESY DEPARTMENT OF DERMATOLOGY, UNIVERSITY OF PENNSYLVANIA PD-01 


a 
| 
|| 
| 


nomic opportunity and an assurance of 
the satisfaction of their material needs. 
To a considerable extent, this has oc- 
curred. If we think only in averages, we 
do indeed find that children and youth 
are better fed and their physical condi- 
tion is improving. Their educational at- 
tainments are undoubtedly rising. Job 
opportunities, too, are improving. 

But concentration on averages gives a 
false impression of the impact of this re- 
markable good fortune which the Nation 
as a whole has enjoyed. Far too many 
of our children and young people have 
not shared in this increase in economic 
prosperity. Children on farms have in 
general been left behind: in 1959 the 
average income of the farm population 
was not quite 44 percent of that of the 
nonfarm population. Geographical dis- 
parities in family incomes are still glar- 
ing, though there is some indication that 
they are diminishing. The child living in 
Mississippi or Arkansas, where the av- 
erage per capita income is only about 
half the national average, is unlikely to 
have access to the material comforts, the 
better housing and education, or the 
range of community facilities that we re- 
gard as “normal.” Similarly, our eco- 
nomic gains have had much less of an 
impact on the children of nonwhite fam- 
ilies. Whether we measure by average 
incomes, housing conditions, health 
standards, or educational attainments and 
job opportunities, the typical nonwhite 
family has lagged far behind the rest of 
the population in improvement. 

Averages are misleading, too, if we fail 
to make allowance for the “bunching” of 
children in families. Unfortunately, in- 
come increases as the size of the family 
increases only up to the point where 
there are two children in the family. 
Thereafter, it actually decreases quite 
rapidly as the family size grows. Fifty- 
eight percent of the Nation’s children are 
in families with three or more children. 

In 1954, the last date for which we 
have detailed breakdowns, the median 
income of two-child families was $4,506, 
while that of five-child families was only 
$3,155. In that year 19.4 percent of 
three-children families, 31.7 of the four- 
children families, 47.8 of the five-children 
families, and 51.8 percent of the families 
with six or more children had annual 
money incomes equal to less than half 
the amount of the City Workers Family 
Budget. This is a budget based on a 
modest though adequate, rather than 
either a luxury or a subsistence standard 
of living. 

Averages also conceal the fact that at 
any given time some families have no in- 
come of their own because the bread- 
winner has died, is unemployed or sick, 
or has deserted his family. Fortunately 
our social security system assures income 
to many millions who find themselves in 
such circumstances. But there are still 
too many gaps in the net of insurance 
protection: the benefits afforded in many 
instances are very low; in many families 
the breadwinner is excluded from cov- 
erage of unemployment insurance; only 
four States assure income to families 
when the breadwinner is temporarily dis- 
abled; and families with a permanently 
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disabled father under 50 years old have 
no social insurance rights. 

The thought that public assistance ex- 
ists to fill these gaps may be a comforting 
one, but the reality is not very comfort- 
ing to those who seek such aid. In 17 
of our States, public assistance is denied 
in some or all jurisdictions to families 
with an employable member. Yet the 
time during which unemployment insur- 
ance benefits can be paid is extremely 
limited in most States, and there are 
many “depressed areas” characterized by 
persistent unemployment. Moreover, 
many thousands of needy families are de- 
nied aid from existing programs because 
of the operation of residence require- 
ments, anachronisms in a society whose 
economic system requires workers to be 
mobile. 


For those who are eligible for assist- 
ance, the public assistance programs pro- 
vide monthly payments so low as to con- 
demn the recipients to a life of grinding 
poverty. It is a curious and shocking 
irony that, in a nation which talks so 
much of its concern for the welfare of 
children and young people, the lowest 
monthly payments are granted in the two 
assistance programs where a large pro- 
portion of recipients are children. The 
average. monthly payment per recipient 
of Aid to Dependent Children—with 2% 
million children on the rolls—was $28.71 
at the end of 1959, and in some States it 
was far lower. General relief, where it 
existed at all, was making monthly pay- 
ments averaging only $70.97 per case 
of approximately three persons. 

Clearly, the impact of our rising pros- 
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perity on the children and youth of this 
country is very uneven. The economic 
situation of many children living on 
farms, of nonwhite children, of children 
who reside in the poorer States, of chil- 
dren who reside in the poorer States, of 
children of large families, and of chil- 
dren who are the recipients of socially 
provided income, especially those sup- 
ported through the Aid to Dependent 
Children program, should cause us to 
hang our heads as we reread the Pledge 
given to children at the conclusion of the 
last White House Conference on Chil- 
dren and Youth: 


We will work to raise the standard 
of living and to improve our economic 
practices, so that you may have the ma- 
terial basis for a full life. 


The impact of our rising levels of pro- 
ductivity and output upon the Nation’s 
children and youth will, of course, be 
greatly affected by the forms in which 
the Nation decides to take its extra eco- 
nomic wealth—by the use to which we 
in fact put our good fortune. As in- 
come receivers, we are in theory free to 
spend our incomes as we individually 
wish. I say “in theory” because we are 
all, of course, influenced by the prevail- 
ing culture and values and by our ex- 
posure to the powerful pressures of 
advertising. As voters, we jointly decide 
how much of our economic resources 
shall be devoted to the kinds of goods 
and services that can only be provided 


by our freely elected governments act- 
ing on our behalf and how much shall be 
devoted to the kinds of goods and serv- 
ices that, as income receivers, we can 
buy on the open market. The outcome 
of these two types of decisions is not 
always what is in the best interests of 
our children and youth. 

A major need of our children is edu- 
cation. In recent decades the Nation 
has considerably raised its sights as to 
the level of education we should aim to 
assure our children. But we have not 
been willing to allocate a large enough 
share of our rising productivity to mak- 
ing that promise a reality. True, in 1958- 
59 school expenditures accounted for 3.1 
percent of the gross national product 
as compared with pre-World War II 
yearly averages of about 2.4 percent. 
But even this larger proportion of a 
larger national output has not sufficed 
to provide an educational system that 
meets our current standards. School- 
rooms are overcrowded, many school 
buildings are antiquated; and teachers 
are scarce and are likely to remain so 
until their salaries are brought closer to 
those offered to workers of similar train- 
ing abilities and responsibilities. To add 
to the problem, the school population 
will grow by 29 percent over the next 
10 years. Even if we are to hold our 
own, to give the children in this larger 
enrollment an education no better and 
no worse than present standards, we 
shall have to devote to this end a larger 


proportion of our increasing income, And 
if we are to remove present deficiencies 
we shall have to increase the proportion 
even more. 

Or again, we can look at housing. For 
a nation which lays so much stress on 
family life and so properly glorifies the 
home as the matrix of our culture, oyr 
unwillingness to devote an adequate pro. 
portion of our wealth to ensuring decent 
homes for all our families is little short 
of amazing. In 1956 the Bureau of the 
Census found that there were 13.1 million 
dwellings (24 percent of all dwellings) 
which were seriously substandard. Of 
this total, 4.2 million were “run down or 
neglected or of inadequate shelter or 
protection against the elements, or en- 
dangered the safety of the occupants,” 
We must see that a larger fraction of our 
resources goes into housing (even if it 
means fewer gadgets or less elaborate 
automobiles or fewer private swimming 
pools) if our children and youth are to 
benefit as they could from our rising eco- 
nomic productivity. 
~ One of the more disturbing develop- 
ments of our time is the growing evi- 
dence of an increasing rate of family 
breakdown, whether measured by out-of- 
wedlock births, divorce rates, or family 
separation or desertion. The tensions of 
modern society, the complexity of life, 
and the precarious economic security of 
some sections of the population have 
meant that ‘all too many families face 
problems of management, or of personal 
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or emotional adjustment, in the resolu- 
tion of which they need skilled help. 

We know all this, and yet this knowl- 
edge is not reflected in the extent to 
which we devote resources to strength- 
ening family life. The fraction of na- 
tional product we devote to such wel- 
fare services as child welfare, family 
counseling, or rehabilitation has remained 
at .2 percent for 20 years. 

In 1959 almost half the counties of 
the Nation, containing a quarter of our 
children, had no full-time child welfare 
worker. And we still use the major part 
of the meager resources we allocate to 
child welfare services for dealing with 
homes already broken, despite all our 
talk about the importance of preven- 
tion and keeping the home together. 
We complain about problem families 
and juvenile delinquency, but we do not 
insist that resources be made available 
either for training adequate professional 
personnel to deal with the people in- 
volved or for research that would enable 
us to understand better the nature and 
causes of these phenomena, and thus to 
develop more appropriate preventive 
and remedial measures. 

Attainment of an allocation of our 
growing economic resources that wi 
more surely redound to the advantage of 
the Nation’s children and youth will 
make heavy demands on all of us. As 
individual income receivers, we need to 
reassess our spending patterns. This 
calls for the responsible cooperation of 
business, advertising, and the press, and 
2 greater willingness on the part of all 
oi us to support community programs, 
both voluntary and governmental, ade- 
quately even at the cost of reducing the 
proportion of our private incomes that 
we can spend exactly as we wish. The 
steps toward remedying these misallo- 
cations of our resources will not be easy 
ones. Yet we can hardly fail to take them 
if we are to fulfill the White House 
Conference’s pledges of 1950: 


We will provide you with rewarding 
educational opportunities, so that you 
may develop your talents and contribute 
to a better world . . . We will work to 
conserve and improve family life .. . 
We will provide the conditions for 
wholesome play that will add to your 
learning, to your social experience, and 
to your happiness. 


We must also recognize that the very 
increase in productivity has involved by- 
products that affect children and young 
people in other than material ways. One 
cause of our rising national output has 
been the increase in the working popu- 
lation. And one source of this increase 
is the growing tendency for mothers to 
enter the labor market. In the years 
1948-58 the number of mothers in the 
labor force increased by 80 percent and 
the proportion of all mothers who work 
by almost 50 percent. There were at 
least 3.6 million preschool children by 
1957 with mothers in the labor force. 

It is evident that when a mother is 
away from home some form of substitute 
care for the children must be provided. 
Yet, in 1958, as many as 400,000 children 
under age 12 had to care for themselves 
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while the mother worked, and a third of 
these were less than 10 years old. Thus 
we are getting at least part of our in- 
creased output too cheap—at the expense 
of the children for whom we fail to pro- 
vide day care centers, foster family day 
care, or homemaker services. 

Our dynamic productive economic sys- 
tem has another unfortunate impact on 
children. One of the preconditions for 
an economic society characterized by 
rapid change and expansion is that the 
labor force shall be highly mobile, both 
occupationally and geographically. But 
to families and children the cost of this 
mobility may be high. Consider, for ex- 
ample, the situation of the 380,000 mi- 
grant farm workers and their families; 
their low and uncertain income; their 
unsatisfactory and often disgraceful 


housing; the interrupted or complete 
lack of education of their children; the 
limitations on their access to health and 
social services caused by their non-resi- 
dent status; and among many of them 
the toiling of their children in the fields. 
The children of these migrant families 
can never hope to develop a sense of 
stability and security that comes from a 
feeling of “belonging” somewhere. What 
of them in relation to our 1950 pledge. 


We will protect you against exploita- 
tion and undue hazards and help you to 
grow in strength? 


One in five of the families in this 
country move in the course of a year; 
13.6 percent of the families whose head 
is under 35 move to a different county. 
We do not need much imagination to 
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guess at some of the effects of frequent 
moving upon the young. In addition to 
the effects on continuity of education, 
the loss of, or failure, ever to form last- 
ing relationships with peer groups or 
with other persons in a familiar neigh- 
borhood, the lack of attachment to any 
community as “one’s own’—these are 
some of the prices paid by children for 
our economically very important high 
worker mobility. 

Of course, families no not move only 
in response to job opportunities. Much 
contemporary movement is due to the 
effort to secure better housing. Yet even 
here the impact is not always favorable. 
The trend to the suburbs has undoubt- 
edly brought better and more wholesome 
housing and living conditions to several 


million children. But less thought has 
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been given, in this movement, to the 
assurance of adequate educational oppor- 
tunities or provision of community fa- 
cilities for recreation, worship, and re- 
sponsible self-government. Nor should 
we overlook the impact on children of 
the ever-lengthening “commuting time” 
daily undergone by the breadwinner. 
The father who spends 2 or 3 hours 
commuting to and from his job has that 
much less time to play his traditional 
role in family life. 

If the movement to the suburbs has 
not been entirely a net gain for those 
who have moved, it has been little short 
of disastrous for many of those who 
continue to live in the central city. In- 
creasingly, the core of our cities tends to 
be inhabited by the least economically 
mobile sections of our population or the 


newer arrivals. Their ability to afford 
decent housing is limited, and the ¢a. 
pacity of the cities to build more ade. 
quate dwellings for them is restricted by 
the high costs of intracity building ang 
the declining tax yields—caused by the 
departure of the better-off families ang 
of industries seeking lower taxes and 
rents. Skyscraper apartments, dictated 
by economic considerations in building 
within the cities, are far from the ideal 
answer to the need for decent family 
living, especially where children are 
quite young. Moreover, opportunities for 
wholesome outdoor use of leisure time 
recede as the suburbs increasingly fil] 
up the surrounding open spaces. 

Worse still, the limited supply of 
decent housing has been accompanied by 
what seemed at first sight a reasonable 
attempt to develop priorities: public 
housing would be reserved first of all 
for the most needy, the poorest. In con- 
sequence, we now face a situation in 
which many of our metropolitan housing 
projects are too largely concentrations of 
problem or broken families or of people 
who are not moving upward economical- 
ly. This, too, is an unfortunate environ- 
ment for children, especially those in the 
older age groups. Is this kind of a de- 
pressed and one-class environment likely 
to implement another of our 1950 
pledges: 


We will help you develop initiative 
and imagination, so that you may have 
the opportunity freely to create. 


Our economic progress has been predi- 
cated upon advances in scientific and 
technical know-how. All labor market 
forecasts indicate a rising demand for 
skilled technical and professional workers 
and indicate that the poorly educated, 
untrained worker will have increasing 
difficulty in finding employment. Al- 
most 40 percent more young workers 
will be entering the. labor force during 
the 1960’s than did so during the 1950’s. 
Are we attaching a high enough priority 
to ensuring that these young people are 
equipped with the training and skills that 
will be needed if they are to find jobs? 

The task is more than just assuring 
better education: it also implies a great 
expansion of guidance and counseling 
services so that the increasingly expensive 
and highly specialized training required 
of workers will be made available in 
relation to the aptitudes and interests of 
different categories of young people and 
the probable long-range requirements of 
industry; and so that the young people 
entering the labor market will be enabled 
to make the best use of their talents and 
to equip themselves with the kinds of 
training that will enhance their oppor- 
tunities for obtaining employment. Only 
so can we hope to avoid both a waste 
of valuable manpower and the social 
problem of unemployed, frustrated young 
people. 

Consideration of the impact of eco- 
nomic developments upon our children 
and youth also suggests a problem in- 
volving values. We may be in danger of 
making economic progress an end in it- 
self. Economic achievement and ad- 
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cement carry social status and ap- 
ail, and our concept of the good life 
includes a heavy, and some say, an al- 
most exclusive, material component. 
These values are inevitably transmitted 
by our culture to the most sensitive ele- 
ment of our society, our youth. 

Condoning as we do the glorification 
of economic welfare and its use as a 
status symbol, ought we to be surprised 
that some of our young people, whose 
levels of economic aspiration so vastly 
exceed their actual opportunities of 
achievement, become frustrated and de- 
spairing and work off their resentments 
in delinquent and antisocial behavior? 
When the good life is painted as being 
dependent on the possession of material 
goods and the attainment of satisfactions 
that can only be secured through the 
possession of money, should we be sur- 
prised that some young women recognize 
that these ends can be obtained more 
certainly by exploitation of their sex ap- 
peal than by employment in the low paid 
jobs that are available to them? And 
when the social climate seems to condone 
sharp practice and cheating, can we ex- 
pect our young people to do other than 
draw the obvious moral: anything is 
permitted provided it brings economic 
success and you can get away with it? 

Could it be that hitherto in our plan- 
ning for the well-being of children and 
youth we have put rather too much em- 
phasis on what goes on inside the family 
and the home, important as this un- 
doubtedly is, and too little on the impact 
of the environment, economic, social, and 
cultural? Obviously, the influence of the 
home is of immense importance. It may 
well be a measure of our success in im- 
proving child rearing practices and fos- 
tering emotional security that not more 
of our youth react antisocially against the 
outside world when they leave the shel- 
ter of the family environment. But surely 
we aim to do more for our children than 
to equip them to tolerate frustration? 

The problems of youth are significantly 
different from those of children, and our 
planning must reflect this fact. Youth is 
a period of looking outward, away from 
the family, and of assessing the world as 
it affects one’s own future as an adult. 

If all our children were assured the 
kind of home environment and oppor- 
tunity that we know to be desirable and 
that our economic wealth makes possible, 
there would be no need for a White 
House Conference on Children and 
Youth. We are here to look facts in the 
face, to assess our achievements and our 
shortcomings as they affect our children 
and youth, and to search for ways of 
eliminating the black spots that still re- 
main. As we “survey what we do,” we 
shall probably find that some of our fail- 
ures to attain our objectives are due to 
limitations of knowledge. There will be 
facts we need, but do not have as yet, 
about the extent of problems or their 
probable causes. There will be uncer- 
tainties as to the most effective remedies, 
and differences of opinion as to the best 
way to implement a policy even when all 
are agreed that it is a good one. But there 
are many problem areas where neither 
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the facts, nor the desirable policies, are 
in dispute but where we have not yet 
made use of the knowledge we have. 
We owe it to our youth not to evade 
this sobering confrontation of our stated 
objectives and pledges with our achieve- 
ments. For young people are more lit- 
eral-minded than we, who have already 
come to terms with the compromises and 
concessions that we blame on “the harsh 
realities of the real world.” Like the 
child who saw that the emperor was 
naked, young people still expect us to 
mean what we say and to apply our pre- 
cepts and our policies in everyday life. 
They are more shocked than we are by 
obvious discrepancies. More vulnerable 
to discouragement than we, for their 
values are as yet less fixed and their ex- 


perience is briefer, they may react with 
a dangerous cynicism to the contrast be- 
tween our achievements and our fine 
words and pledges about nondiscrimina- 
tion, equality of access to the good things 
of life, and opportunities for develop- 
ment. 

Let us, therefore, not be afraid to pin- 
point our failures and to call upon the 
Nation—individuals, families, business, 
voluntary agencies, and all levels of 
government—to take the steps we be- 
lieve to be necessary. Thus, even if we 
have to confess that we have not kept 
many of the pledges we made in 1950, 
we may yet live up to one: 

We will illustrate by precept and ex- 
ample the value of integrity and the 
importance of moral courage. 


A-157 


3 
— 


ac 


Aspirin 


SUPPRETTES 


Anti-Nausea 


SUPPRETTES 


"B&O 


SUPPRETTES 


#I5A #I6A 


Aquachloral 


SUPPRETTES 


Gentian Violet 


SUPPRETTES 


SUCCESSOR TO THE SUPPOSITORY 


‘ 


WEBSTER 


REQUIRES NO REFRIGERATION 
MAXIMUM DRUG ABSORPTION 


Water Soluble | Ready Dispersal 
Nonirritant No Leakback 


our 


ANNIVERSARY OF 
PHARMACEUTICAL MANUFACTURE 


Write for samples and literature. 


The William A. Webster Co. 


PHARMACEUTICAL MANUFACTURERS 
MEMPHIS 3, TENNESSEE 


* NARCOTIC ORDER REQUIRED 


Reduction in 


premature death* 


The expectation of life at birth in the 
United States reached an all-time high 
in 1959. Provisional mortality data for 
the 50 States, compiled by the Statistical 
Bureau of the Metropolitan Life Insur- 
ance Company, indicate that the average 
length of life was 69.7 years. This com- 
pares with about 69.5 years in 1958 and 
with the previous high 69.6 years reg- 
istered in 1954 and in 1956; the figures 
prior to 1959 do not include Alaska and 
Hawaii. 

The favorable longevity now enjoyed 
by the American people reflects the 
marked rise in living standards and the 
extraordinary advances in medical sci- 
ence and public health administration. 
Not many generations ago, the infec- 
tious diseases took a heavy toll of life 
year after year and not infrequently 
flared to epidemic proportions. The death 
toll was particularly heavy among young 
children. For example, in 1850 about 
one fourth of the newborn died before 
reaching their fifth birthday. According 
to the mortality conditions prevailing in 
1901, not until age 25 are the number 
of newborn reduced by one quarter. For 
the babies born in 1930, the correspond- 
ing age is 49, and for those born in 
1959 it is 63 years. 

The age to which one half of the new- 
born survive has also increased substan- 
tially. Thus, according to the mortality 
prevailing around 1850, one half of the 
babies lived to celebrate their 45th birth- 
day. That point advanced to about 58 
years by the turn of the century, and 
reached age 67 in 1930. Under current 
conditions, one half of our newborn may 
expect to live almost 74 years. 

The smallest gains are shown for the 
age at which the survivors from birth 
have been reduced by three quarters, 
due largely to our relatively slow prog- 
ress in controlling malignancies, cardio- 
vascular-renal conditions and the other 
degenerative diseases of middle and later 
life. Even so, one quarter of the babies 
born in 1959 can expect to live 83 years 
—an increase of 11 years over the figure 
for those born in 1850. 

It is doubtful whether the record of 
life conservation during the past century 
will ever again be paralleled. It should 
be noted that there has been virtually 
no improvement in longevity since 1954. 
Some additional gains may be expected 
from continued declines in the death 
rates from tuberculosis, pneumonia and 
other infectious diseases; the toll from 
accidents may also be reduced. However, 
the greatest margin for improvement lies 
in the development of new weapons for 
postponing and treating the degenerative 
conditions, which now predominate at 
the middle and older ages. 

*Reprinted from Statistical Bulletin, Metropoli- 
tan Life Insurance Company, March 1960. 
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Mortality among 
overweight men* 


Life insurance studies have consistently 
shown that overweight men experience a 
significantly higher mortality than men 
of average or less than average weight, 
and that the greater the degree of over- 
weight the larger the excess mortality. 
The latest facts on the adverse effects of 
overweight on longevity are available 
from the Build and Blood Pressure Study, 
1959, by the Society of Actuaries, which 
investigated the survivorship record of 
people accepted for Ordinary insurance 
during the period 1935-53 and traced 
to the anniversary of their policies in 
1954. The new study indicates that even 
men who are overweight as early as 
their 20’s experience an excess mortality; 
in previous investigations, a small degree 
of overweight at these ages was found 
to be a temporary advantage. 

The excess mortality experienced by 
men according to degree of overweight 
and age at the time they were insured 
was tabulated. In the broad range of 
ages from 15 to 69 years, the mortality 
among men 10 percent or more over- 
weight for age and height was one fifth 
higher than that for all persons insured 
as standard risks; among men 20 percent 
or more overweight, the excess mortality 
was about one third. The excess mor- 
tality rises rapidly with increasing de- 
gree of overweight, amounting to 13 per- 
cent for men 10 percent overweight, 25 
percent for those 20 percent overweight, 
and over 40 percent for those 30 percent 
overweight. These figures unquestionably 
understate the excess mortality actually 
associated with extreme overweight, inas- 
much as insurance companies, on the 
basis of previous experience, have exer- 
cised considerable care in the selection of 
extreme overweight risks, particularly at 
the older ages. 

Overweight men who had no known 
minor impairment} likewise experien 
a rise in excess mortality with increase 
in degree of overweight. However, the 
excess mortality was consistently smaller 
for them than for the entire group of 
overweight men, including those with 
minor impairments. In each group, the 
excess mortality tended to be somewhat 
higher among men who were 40-69 
years old when insured than among those 
15-39 years old at time of issue. 

The penalty for added weight shows 


*Reprinted from Statistical Bulletin, Metropoli- 
tan Life Insurance Company, Feb. 1960. This 
is the third of a series of articles dealing with 
the major findings and implications of the 
Build and Blood Pressure Study, 1959, recent- 
ly published by the Society of Actuaries. This 
investigation covered the experience of several 
million people insured by 26 large Life insur- 
ance companies in the United States and Can- 
ada during the period 1935-53. 

+A number of the men in this study, in addi- 
tion to being overweight at the time they were 
insured, had some minor impairment, such as 
slight elevation of blood pressure, or minor cir- 
culatory or urinary impairments. None of these 
impairments, however, would bar the men from 
obtaining standard insurance. In fact, even the 
overweight men who were rated as substandard 
risks were so classified only because of their 
weight; in all other respects they were consid- 
ered to be average or better risks. 
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up even more clearly when the mortality 
among overweights is’ compared with 
that for the desirable weight range, that 
is, the weight groups recording the low- 
est mortality. Compared with the expe- 
rience in this weight range, men 10 per- 
cent or more overweight have an excess 
mortality of one third; for those 20 per- 
cent or more overweight the excess is 
nearly one half. 

Figures on expectation of life provide 
additional evidence of the adverse ef- 
fects of overweight. For example, men 
45 years of age who are of medium 
height and frame and weigh 170 pounds 
—close to the average—have an expecta- 
tion of life 1% years less than that for 
men of comparable build who weigh 150 
pounds, which is within the range of 
desirable weights. Those weighing 200 
pounds, or 35 pounds above the average, 


can expect to live 4 years less than the 
men weighing 150 pounds. 

Overweight men are subject to an ex- 
tra mortality whatever their height, but 
for the same relative degree of over- 
weight the excess mortality seems to be 
somewhat greater among short men than 
among medium height or tall men. The 
excess appears to be somewhat greater 
for tall than for medium height men at 
ages under 40, but at ages 40 and over 
it is generally smallest among tall over- 
weight men. 

The excess mortality from the cardio- 
vascular-renal diseases accounts in large 
measure for the high mortality among 
overweight men. Among men approxi- 
mately 20 percent or more overweight, 
mortality from the heart and circulatory 
diseases—which is responsible for nearly 
half of the total mortality among these 
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men—was more than two fifths higher 
than among standard risks. For cerebral 
hemorrhage and other vascular disorders 
of the central nervous system the excess 
mortality exceeded 50 percent, and for 
nephritis it was nearly 75 percent. 

The mortality from diabetes among 
these overweight men was especially 
high, being more than twice that for 
standard risks. Nevertheless, because it 
accounted for only a small proportion of 
the deaths, diabetes contributed in rela- 
tively minor degree to the total excess 
mortality among overweight men. For 
digestive diseases, the excess mortality 
was 68 percent, reflecting mainly the in- 
creased frequency of biliary tract and 
liver disorders among overweight men. 
The mortality from pneumonia and influ- 
enza was one third above that for stand- 
ard risks. Cancer recorded a moderately 
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elevated mortality; according to an earli- 
er study of Metropolitan Life Insurance 
Company experience, this may reflect a 
relatively high incidence of cancer of the 
biliary tract and the liver. 

In view of the findings of the Build 
and Blood Pressure Study, 1959, the 
Metropolitan Life Insurance Company 
has embarked on a new weight control 
program. Inasmuch as men in their 20’s 
and 30’s have a distinct tendency to put 
on weight, the Company’s program will 
be directed mainly at men in that age 
range. It is much easier to avoid habits 
of overeating, and hence overweight, in 
early adult life than to reduce weight 
past midlife. Weight control appears to 
be one of the most effective measures 
available to prevent or delay the onset 
of the major degenerative diseases and 
to extend the length of active, useful life. 


Loss of life in violent 
storms and floods* 


Tornadoes, hurricanes, and floods took 
about 3,100 lives in continental United 
States during the 10-year period 1950-59, 
The combined toll from these cataclysms 
varied considerably from one year to an- 
other, ranging from 85 lives in 1951 to a 
high of 663 in 1957. These data are 
based on reports by the Weather Bureau, 
In the decade as a whole, tornadoes 
caused about 45 percent of the fatalities, 
the remainder being almost equally di- 
vided between hurricanes and floods. 

Tornadoes were responsible for slightly 
more than 1,400 deaths in the 1950's, 
Over a third of these fatal injuries were 
sustained in 1953 alone. On June 8 of 
that year, a series of tornadoes took 142 
lives in Michigan and Ohio, most of them 
in the Flint area. The following day a 
tornado hit Worcester County, Mass., 
killing 90 people. In May of the same 
year a tornado caused 114 fatalities in 
Waco, Tex. The second highest number 
of deaths from tornadoes in the decade 
occurred in 1952, but the large majority 
of the 230 fatalities in the United States 
that year were caused by one series of 
storms which swept across the Missouri 
Valley in March. 

The annual mortality from hurricanes 
fluctuates to a greater extent than that 
from tornadoes or floods. For example, 
there were only 10 deaths from hurri- 
canes in the country as a whole during 
1959 and not a single fatality the year 
before. In sharp contrast, the only hurri- 
cane to strike the United States during 
1957 was responsible for a loss of ap- 
proximately 390 lives, largely concentrat- 
ed in Louisiana. This was the heaviest 
loss of life in any natural disaster in two 
decades. 

Floods accounted for 834 deaths in the 
decade under review. In each of these 
years but one, the annual loss of life was 
less than 100. The one exception was 
1955, when the victims numbered about 
300; nearly 200 of them perished in 
floods resulting from the torrential rains 
accompanying the hurricane which hit 
the Northeastern part of the country on 
August 17-19. Most of the remaining 
flood deaths during 1955 occurred in 
California and other Pacific Coast areas, 
accentuating the unusual geographic dis- 
tribution of such fatalities that year. Over 
a long period, the Ohio and Missouri 
regions have suffered the greatest losses. 

In most years, the bulk of the deaths 
from tornadoes and from floods occur 
during the spring and early summer, 
whereas the death toll from hurricanes is 
very largely concentrated in the late sum- 
mer and early fall. Yet, some of the 
greatest natural disasters in the decade 
occurred at unexpected periods. For ex- 
ample, although June is usually the worst 
month for floods, the heaviest loss in the 
10-year period was sustained in August 
of 1955. Similarly, hurricanes are com- 
paratively rare in June, yet that was the 
®Reprinted from Statistical. Bulletin, Metropoli- 
tan Life Insurance Company, April 1960. 
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month in which Audrey struck in 1957. 

Various measures have been taken in 
recent years to reduce the loss of life in 
natural disasters. Efforts have been made 
to prevent floods by diverting rivers and 
by the construction of reservoirs and 
flood walls. Much has also been accom- 
plished by flood warnings and by the 
evacuation of people from potentially 
dangerous areas. When hurricanes and 
tornadoes strike, the saving of lives still 
depends primarily on alerts and other 
warning services. 


The American family 
today* 


There were 44,200,000 families in the 
United States in March 1959, which in- 
cluded nearly 162,000,000 persons, or 92 
percent of the country’s population. 
Nearly 38,600,000 of these people were 
the heads of husband-wife families, an 
equal number were the wives of the fam- 
ily head, and 5,600,000 were other family 
heads. In addition, there were 17,300,- 
000 adults other than family heads living 
with people related by blood, marriage, 
or adoption, and 61,800,000 children un- 
der 18 years of age. 

Most family heads are relatively young. 
In 11% million families—one fourth of 
the total—the family head is under 35 
years of age, and in 10% million the head 
is in the age group 35-44. At the other 
extreme, there are 6 million families in 
which the head is at least 65 years old. 

Married couples account for at least 9 
out of every 10 families in which the 
head is under 45 years of age. Although 
the proportion decreases with advance in 
age, married couples still comprise more 
than 3 out of every 4 families where the 
head is 65 years or older. Since most 
women outlive their husband, the propor- 
tion of families with a female head in- 
creases in later life. In fact, women rep- 
resent one sixth of the family heads past 
age 65. In contrast, less than 3 percent 
of all families are headed by widowers 
or other men not currently married. 

In the great majority of husband-wife 
families the wife is somewhat younger 
than her husband, but in about one 
eighth she is older than her spouse. More 
than one half of the wives under age 25 
are married to men who are 25 years or 
older. Relatively few of the married 
women at ages 25-34 have a husband 
who is under age 25. It is also note- 
worthy that in about 2% million families 
both spouses are past age 65. 

In husband-wife families there is an 
average of 1.44 children under age 18. 
Family responsibilities are even greater 
in families where the husband is aged 
25-44 years. The average is 2.09 depend- 
ent children in families where the hus- 
band is 25-34 years of age and 2.29 
children where he is 35-44 years old. 
Thereafter, the average number of young 
dependents per family decreases steadily 


*Reprinted from Statistical Bulletin, Metropoli+ 
tan Life Insurance Company, April 1960. 
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as the children reach their 18th birthday, 
marry, or leave home for other reasons. 
Thus, in families where the husband is 
past age 55, the majority of the other 
family members are either adult sons and 
daughters or other adult relatives. 

The average woman who heads a fam- 
ily also bears considerable responsibility 
for the care of young children. When 
she is under 35 years of age, there are 
about 2.26 children under age 18 per 
family. The average number of depend- 
ent children falls off with advance in 
age, but it still is as much as 1.25 per 
family for female heads aged 45-54; be- 
yond age 55 it exceeds the average for 
husband-wife families. Female family 
heads past age 65—most of whom are 
widows—have nearly 400,000 dependent 
children in their care. This is more than 


one fourth of the youngsters in all fam- 
ilies where the head is 65 years or older. 

The number of families in the United 
States has been increasing rapidly in re- 
cent years. In 1959 there were 3 million 
more families than there had been five 
years earlier and about 5% million more 
than in 1949. Moreover, the number will 
continue to grow and is expected to ex- 
ceed 60 million around 1980. In the light 
of these trends, it is fortunate that the 
American people are making provision 
for their future through life insurance 
and other forms of thrift. According to 
estimates by the Institute of Life Insur- 
ance, at the end of 1959 approximately 
115 million policyholders in the United 
States owned more than 530 billion dol- 
lars of life insurance in private com- 
panies, 
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ELDEC Kapseals help offset the disorders 
of advancing age for the patient now in his 
middle years. Supplying numerous valu- 
able dietary and metabolic factors, ELDEC 
Kapseals provide the patient with compre- 
hensive physiologic supplementation to 
meet the threat of nutritional and hor- 
monal deficiencies... aid him in meeting 
the problem of declining health during 
the years ahead. With ELDEC Kapseals, 
the patient can plan ahead for tomorrow 
with a greater assurance of good health 
and well-being. 
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Community Mental Health 


Management Reviewed* 


To generate understanding of mental health in a community, 
professional personnel may well have a long, hard road to 
follow, Dr. Arthur J. Bindman and Dr. Lewis B. Klebanoff of 
the Massachusetts Department of Mental Health said, report- 
ing on administrative problems inherent in establishing a com- 
munity mental health program. 

Although mental health is considered a virtuous and worthy 
cause, many varied attitudes are encountered. These attitudes 
must be understood and evaluated before professional person- 
nel can work effectively for mental health in any locale, the 
authors stated. Goals cited for community leaders were the 
ability to see beyond individual interest in demands for serv- 
ice and to accept the limitations set by staff and budgetary 
boundaries. 

Massachusetts was a pioneer, according to the authors, in 
establishing a mental health program based on local-State 
sponsorship of permanent mental health centers. This ap- 
proach replaced traveling child guidance and school clinics, 
operating part-time on the local scene. 

Community understanding, they said, may be encouraged 
by planned efforts in general mental health education, knowl- 
edge of the variety of services offered by a community mental 
health center, and promotion of support, both moral and fi- 
nancial. The authors urged emphasis on the partnership as- 
pects of local and State participation and the use of the 
indirect approach in community organization. 

A community mental health center, the authors suggested, 
can benefit from a clear pattern of communication and coor- 
dination between local and State departments; community ac- 
ceptance through representation on advisory groups of organi- 
zations concerned with mental health; adequate financing; 
inservice training, standards, and salaries; and active relation- 
ships with schools and other caretaking agencies. 


NEW JERSEY 


The role of the local health department in mental health, 
as explored in a 2-day workshop conducted by State and local 
agencies in New Jersey, was reported by two participants, Dr. 
Jesse B. Aronson, director of the division of local health serv- 
ices, State Department of Health, and Dr. V. Terrell Davis, 
director of the division of mental health and hospitals, State 
Department of Institutions and Agencies. 

The workshop, requested by a group of New Jersey health 
officers, opened the door to active local health department 
participation in programs of prevention and control. The au- 
thors said all participants stressed the need for wider use of 
available services, either in modified or expanded form, in any 
attack on mental illness in the community. 

In general, there has been a tendency to consider mental 

illness as separate and apart from other diseases, the authors 
observed, with the following results: Local health depart- 
ments have not considered mental health a primary public 
responsibility. Popular understanding of mental illness is de- 
layed. Existing community facilities are not used as effective- 
ly as desirable, and in fact are duplicated in some instances at 
additional cost to the taxpayer. And treatment services are 
emphasized rather than preventive measures. 
The health officer, because of his accepted position in the 
community structure, can perform the urgently needed func- 
tion of coordinating independent community mental health 
services with existing community services for the prevention 
and control of other diseases, the authors concluded. 


*Reprinted from Public Health Reports, March 1960. 
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Changes of address 


Adams, Harry Lee, from 1328 N. Main St., to 1217 Salem 
Ave., Dayton 6, Ohio 

Altenes, James J., from Torrance, Calif., to 1807 Manhattan 
Beach Blvd., Manhattan Beach, Calif. 

Arbiter, Stanley I., from 2125 Sunset Blvd., to 1931 Sunset 
Blvd., Los Angeles 26, Calif. 

Arvanetes, Evangelo, from Miami, Fla., to 4100 N. W. 167th 
St., Opa Locka, Fla. 


Barrett, Ernest, from Mansfield Clinic & Hospital, to Box 378, 
Mansfield, Mo. 

Beckwith, Robert L., from 2309 E. Colonial Drive, to 600 N. 
Bumby St., Orlando, Fla. 

Beech, Robert L., from 2216 Lay St., to 529 Goode Drive, 
Des Moines 13, Iowa 

Behnke, Allen W., from 507. Huron Ave., to 325 W. Perkins 
Ave., Sandusky, Ohio 

Bell, Martin J., from 242 E. 50th St., to 211 E. 53rd St., New 
York 22, N. Y. 

Bennett, Morris F., from 1818 Hardy St., to 2103 Hardy St., 
Houston 26, Texas 

Berger, Robert D., from Germantown, Ohio, to Grandview 
Hospital, 405 Grand Ave., Dayton 5, Ohio 

Bishop, Peter J., from Cleveland, Ohio, to Hubbard at Chapel 
Road, North Madison, Ohio 

Black, Harold C., from Box 24, to Box 7, Mendota, Calif. 

Black, Lawrence C., from Box 24, to Box 7, Mendota, Calif. 

Botz, Robert J., from G-1179 Ballenger Ave., to G-5270 N. 
Saginaw Road, Flint 5, Mich. 

Breedlove, Raymond E., from 121 Wyoming St., to 107 Wy- 
oming St., Pleasant Hill, Mo. 

Brown, Robert R., from Glendale, Calif., to 4149 W. Pico 
Blvd., Los Angeles 19, Calif. 

Browne, G. Robert, from 400 40th St., to Box 2812, Rock- 
ridge Station, Oakland 18, Calif. 

Bruno, Anthony M., from Brooklyn, N. Y., to Via Ugo Balzani 
57, Rome, Italy 

Bruno, Franco P., from Los Angeles, Calif., to 2919 Beverly 
Blvd., Montebello, Calif. 

Bulick, Robert P., from Aurora, Mo., to 110 Jefferson, St. 
James, Mo. 

Burgraff, H. Chester, from 545 N. San Gabriel Ave., to Citrus 
Medical-Dental Center, 210 N. Citrus, Azusa, Calif. 
Butler, R. Sterling, from Manhattan Beach, Calif., to 7417 
Cherokee Trail, Yucca Valley, Calif. 


Canaday, J. H., from Wellington, Ohio, to Route 3, Box 170, 
Elyria, Ohio 

Chace, Henry V., from Detroit, Mich., to 1973 Bryant Ave., 
Bronx 60, N. Y. 

Chambers, George H., from Box 67, to 120 W. Avenue C, 
Muleshoe, Texas 

Charland, Paul V., frem Folsom, Calif., to 3936 N. Maine 
Ave., Baldwin Park, Calif. 

Cimber, Robert L., from 1950 W. Indian School Road, to 
7232 N. 35th Ave., Phoenix, Ariz. 

Companeitz, A. Sacha, from Rocklin, Calif., to 10324 San 
Pablo Ave., El Cerrito, Calif. 

Comstock, Byron H., Jr., from 440 E St., Box 427, to Box 
517, Wasco, Calif. 

Connair, Robert J., from 405 Grand Ave., to 332 Shaw Ave., 
Dayton 5, Ohio 

Conroy, John M., from 9052 W. Belding Road, to 123 Main 
St., Belding, Mich. 

Coupe, George H., from 1216 E. Cleveland St., to 1864-A 
Drew St., Clearwater, Fla. 

Cowan, Harold Lee, from 4657 Santa Monica Blvd., to 1931 

Sunset Blvd., Los Angeles 26, Calif. 
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deficiencies 
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the 
switch 
that 


STOPS 


the 
itch: 


FROM harsh, irritant toilet paper 
TO — gentle, soothing 


TUCKS 


-soft, cotton flannel pads saturated with witch 
hazel (50%) and glycerin (10%), pH 4.6 


Routine use of moist, antipruritic TUCKS after 
defecation improves many intractable cases of 
pruritus ani and is a valuable adjunct to specific 
therapy. In milder cases, regular cleansing with 
TUCKS is often curative. 


Try TUCKS ... for your next pruritus patient. 
Jars of 40 and 100. 


! Please send me a sample supply of TUCKS. | 


Zone 


FULLER PHARMACEUTICAL COMPANY 
3108 W. Lake Street 


Cunningham, Cecil G., from 1027 E. Ninth St., to 6904 
Bellefontaine Ave., Kansas City 30, Mo. 


Danon, Milton, from 137 Anderson Aye., to 143 Anderson 
Ave., Fairview, N. J. 

Davis, Francis E., from Miami, Fla., to 4100 N. W. 167th 
St., Opa Locka, Fla. : 

DiLettera, John B., from 2418 S. Garfield Ave., to 2390 §, 
Garfield Ave., Monterey Park, Calif. 

Dinkler, J. F., from Commercial Natl. Bank Bldg., to 701% 
Commercial St., Emporia, Kans. 

Doney, Donald Eugene, from 1220 Highland Ave., to 515 N, 
Sepulveda Blvd., Manhattan Beach, Calif. 

Dugas, Jean E., from North Highlands, Calif., to 2506 Niles, 
Bakersfield, Calif. 

Durham, William R., from Box 552, to Box 536, Hurricane, 
W. Va. 


Eitel, John B., from 1221 Wilson St., to 2234 Nederland Ave,, 
Port Neches, Texas 

Engstrom, Robert E., from 127 S. Bowling Green Way, to 
12138 Santa Monica Blvd., Los Angeles 25, Calif. 

Estes, Benton R., from 12504 W. Washington Blvd., to 12524 
Washington Blvd., Los Angeles 66, Calif. 


Fite, James E., from Muleshoe Hospital & Clinic, to 120 W., 
Avenue C, Muleshoe, Texas 

Fredericks, Gene W., from Trenton, Mich., to 15 W. Flint 
St., Lake Orion, Mich. 

Fritz, William J., from 1548 Monroe St., to 12707 Maxwell 
Road, Carleton, Mich. 


Garling, Arthur M., from North Lake, Wis., to 5444 N. Na- 
toma Ave., Chicago 31, Ill. 

Gettinger, D. R., from 123 E. Hickory St., to 104 N. Volusia, 
Arcadia, Fla. 

Greber, A. Alvin, from 6344 N. Eighth St., to Presidential 
Apts., City Line Ave. & Monument Road, Philadelphia 
31, Pa. 

Greif, Mildred C., from Lansdowne, Pa., to 544 Stevens St., 
Camden 3, N. J. 

Griffith, James A., from Powder Springs, Ga., to Box 203, 
Mableton, Ga. 

Groner, Lloyd J., from 1841 Nocturne St., N. E., to Warren 
General Hospital, 667 Eastland, S. E., Warren, Ohio 


Hallinger, Robert E., from 14 S. State St., to 159 N. State 
St., Newtown, Pa. 

Hamilton, Raymond D., from 3120 W. 48th St., to 5400 11th 
Ave., Los Angeles 43, Calif. 

Hardin, Rollo C., from 11648 Newhall, to 11102 Bentley, 
Houston 16, Texas 

Harris, Elliot A., from Simi, Calif., to 2060 Tapo St., Santa 
Susana, Calif. 

Heiser, John J., Jr., from Bayonne, N. J., to 246-A Garfield 
Ave., Collingswood, N. J. 

Henry, Clyde C., from Flint, Mich., to Bay View Hospital, 
23200 Lake Road, Bay Village, Ohio 

Hess, Alfred, from 1245 Grandview Place, to 2050 Bogart 
Ave., Bronx 62, N. Y. 

Holtzman, Gertrude C., from Cleveland, Ohio, to 23718 Lam- 
brecht, East Detroit, Mich. 

Hubbard, Ralph W., Jr., from Box 336, to Box 347, Edmond, 
Okla 


Huffman, Ruth Ellen, from Globe, Ariz., to 404 W. Whitton 
& Monte Vista, Scottsdale, Ariz. 

Humphrey, Rollin A., from Gribble Bldg., to Humphrey 
Clinic, West Union, W. Va. 

Huneryager, Lloyd W., from Commercial Hotel, to Box 265, 
Collinsville, Okla 


Jackson, Murray H., from 368 N. Spaulding Ave., to 8003 
Santa Monica Blvd., Los Angeles 46, Calif. 

Jacoby, William D., from Miamisburg, Ohio, to 710 Harries 
Bldg., Dayton 2, Ohio 

Jarvis, Ernest L., from 3305 E. 125th St., to 12737 Bothell 
Way, Seattle 55, Wash. 
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but it is better tolerated 


IRCON tablet 


oral iron Lakeside 


IRON AND IRON ALONE FOR IRON DEFICIENCY anaes 
EACH IRCON TABLET CONTAINS 200 MG. FERROUS FUMARATE. BOTTLES OF 100. 
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NOW WIDELY PRESCRIBED QUINIDINE 
THERAPY CARDIAC ARRHYTHMIAS 


dura-tab s.m. 


exclusive oral 
Sustained Medication* 
Quinidine Gluconate (5 gr.) 


for these good reasons” 


q. 12 h. dosage 
QUINAGLUTE DURA-TAB S.M. tablets . 
maintain effective uniform blood levels 
around the clock, day and night. 


better tolerated 

because quinidine gluconate is 

ten times more soluble than the sulfate 
— and easier on the g.i. tract. 


uniformly efficient 
no let-down in plasma levels where 
arrhythmias tend to occur. v 


Bottles of 30, 100 and 250. 
PAGE 893 


1. Bellet, S., Finkelstein, D., and Gilmore, H.: 
A.M.A. Archives Int. Med. 100:750, 1957. 


. Bellet, S.: Amer. Heart J. 56:479, 1958. — 
. Finkelstein, D.: Penn. Med, J. 61:1216, 1958. 
. Bellet, S.: Amer. J. Cardiology 4:268, 1959. 


Samples and literature — write... 


WYNN 
CORPORATION 

Lancaster Ave. at 51st Street, Philadelphia 31, Pa. 7 
Also available: INJECTABLE QUINAGLUTE 


10 cc. Vials, 0.08 Gm. Quinidine Gluconate per cc. 
*U.S. Patent 2895881 
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Bez 


obstetrics 


“We consider Doxidan to be superior to the agents we have previously em- 
ployed in the treatment of constipation in postpartum patients. Not only 
was it more effective, but also its use was associated with almost complete ~ 
freedom from side effects .... flatulence, cramping and ‘griping were 
notably absent. ... ‘rebound constipation’ and the danger of subsequent 
habit formation are largely obviated by the use of this logical combination 
of a potent fecal softener with a mild peristaltic stimulant,” 


One or two capsules administered at bedtime for 
two or three days or until bowel movements are normal. Each maroon 
Doxidan capsule contains 50 mg. Danthron (1,8-dihydroxyanthraquinone) 
and 60 mg. calcium bis-(dioctyl sulfosuccinate). Bottles of 30 and 100 soft - 
gelatin capsules. 


1. Beil, A.: Management of Constipation in the Puerperium. To be published. 
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or laxative results without laxative harshness 
in WN TE THE SURFACTANT LAXATIVE 
= 
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new 
therapy 


eptic 


Cer 


cessation of all symptoms and 
complete healing in 70 out 

of 78 cases as reported in 
Postgraduate Medicine (Oct.) 1959 


chymotrypsin offers a new approach 
to the treatment of peptic ulcer.” 


In 54 cases, most of them hospitalized, 
in which chymotrypsin (Chymar) was 
used in conjunction with other agents 
“*All of the symptoms disappeared and 
complete healing of the ulcer occurred 
in 49 (90.7 per cent) of the 54 cases...” 
Average time for cessation of symptoms 
...6 days; for complete healing... 

36 days; average follow-up period 
...12 months. Jn 24 cases in which 
Chymar was used alone, “Cessation of 
all symptoms and complete healing 
occurred in 21 (87.5 per cent) of the 

24 cases .. .”” Average time for 
cessation of symptoms... 5.8 days; 
for complete healing . . . 24 days; 
average follow-up period... 

25.5 months. 


Conclusions: “Because of the excellent 
results obtained in 78 cases of peptic 
ulcer... I strongly recommend its use 
as a most valuable adjunct in the 
treatment of this disease.”’* 


*Mozan, A. A.: Postgraduate Med. 26 :542, 1959 


© the superior anti-inflammatory enzyme 


chymotrypsin 


Buccal/Aqueous/Oil 


controls inflammation, swelling and pain 


Pretreatment roentgenogram made Roentgenogram made on February a 
on January 26, 1957 shows a large 23, 1957 shows only a slight indenta- =] 
niche.on the upper third of the lesser tion on the lesser curvature. a 
curvature. 


CHYMAR Buccal—Crystallized 
chymotrypsin in a tablet formulated 
for buccal absorption. Bottles of 24 
tablets. Enzymatic activity, 10,000 
Armour Units per tablet. 


CHYMAR Aqueous—Solution of 
crystallized chymotrypsin in sodium 
chloride injection for intramuscular 
use. Vials of 5 cc. Enzymatic activity, 
5000 Armour Units per cc. 


CHYMAR—Suspension of crystallized 
chymotrypsin in oil for intramuscular 
injection. Vials of 5 cc. Enzymatic 


activity, 5000 Armour Units per cc. 4 
As 
ARMOUR PHARMACEUTICAL COMPANY 
KANKAKEE, ILLINOIS 


Armour Means Protection 
© 1960, A, P. Co, 
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Jenkins, Constance Idtse, from Granbury General Hospital, to 
603 Crestview, Granbury, Texas 

Jett, J. Warren, from 5818 W. Third St., to 425 N. Formosa 
” Ave., Los Angeles 36, Calif. 


Kahn, Erwin S., from Portland, Texas, to 58895 Crumstown 
Highway, South Bend 19, Ind. 

Kahn, Patricia, from Portland, Texas, to 58895 Crumstown 
Highway, South Bend 19, Ind. 

Kani, Anton, from 2525 W. Jefferson Ave., to 2142 West 
Road, Trenton, Mich. 

Katano, Sam, from 711 N. Santa Fe Ave., to 308 E. Center 
St., Visalia, Calif. 

Keigh, Howard E., from Anaheim, Calif., to 11552 Stanton 
Ave., Stanton, Calif. 

Keller, James A., from Route 4, to Kirksville Osteopathic Hos- 
pital, 800 W. Jefferson St., Kirksville, Mo. 

Kemp, Ferrie R., Jr., from 12504 W. Washington Blvd., to 
12524 Washington Blvd., Los Angeles 66, Calif. 

Kennedy, Donald L., from Adrian Clinic, to Adrian Hospital, 
Adrian, Ga. 

Kent, Eric G., from 3681 Lynnfield Blvd., to 5251 Lee Road, 
Cleveland 37, Ohio 

Kent, Joye Dantaise, from 3681 Lynnfield Blvd., to 5251 Lee 
Road, Cleveland 37, Ohio 

Knight, Thomas Paul, from 459 N. Normandie Ave., to 1048 
Temple St., Los Angeles 12, Calif. 

Knopper, Morton P., from Detroit, Mich., to 32940 Cherry 
Hill Road, Garden City, Mich. 

Kubala, Stephen F., from 417 W. Woodard St., to 331 W. 
Morton St., Denison, Texas 


Lauffer, Warren G., from 3989 Salem Ave., to 1534 Salem 
Ave., Dayton 6, Ohio 

Lawley, George Donald, from Allen Park, Mich., to 27560 
Cherry Hill Road, Garden City, Mich. 

Lawson, H. Keith, from Hermosa Beach, Calif., to 1036 Man- 
hattan Beach Blvd., Manhattan Beach, Calif. 

Legg, William J., from Gashland, Mo., to 8325 N. Oak St. 
Trafficway, Kansas City 18, Mo. 

Lesniewski, John C., from 2536 Stonybrook Lane, to 2503 
Irvington Road, Drexel Hill, Pa. 

Lezinski, John, from Paterson, N. J., to 1101 W. Broward 
Blvd., Fort Lauderdale, Fla. 

Lingenfelter, Frederick E., from Saginaw, Mich., to 115 W. 
Belle Ave., St. Charles, Mich. 

Lloyd, Stacy S., from 2318 Ottawa River Road, to 5315 Fair- 
green Drive, Toledo 13, Ohio 

Logsdon, Earl C., from 112 W. Main St., to 113 W. Main 
St., Sedan, Kans. 

Loveland, Mark M., from 895 “C” St. at Sixth St., to 697 
Piney Way, Box 725, Morro Bay, Calif. 

Luke, Evelyn C., from 26 E. Antietam St., to 1201 Hamilton 
Blvd., Hagerstown, Md. 

Lyster, James E., from Norwalk, Calif., to 506 W. Adams St., 
Alhambra, Calif. 


Macauley, E. Spencer, from Jefferson City, Mo., to Osage 
Beach, Mo. 

MacDonald, Ernest R., from 309 Meyerhoff Bldg., to 10 W. 
Hamilton St., Baltimore 1, Md. 

Macy, J. Winthrop, from Los Angeles, Calif., to 3841 Long 
Beach Blvd., Long Beach 7, Calif. 

Magallon, George Anthony, from El Monte, Calif., to 337 W. 
Foothill, Glendora, Calif. 

Magnall, James G., from 5865 E. Second St., to 5865 Naples 
Plaza, Long Beach 3, Calif. 

Marshall, H. J., from Des Moines, Iowa, to 615 Prescott, 
Klamath Falls, Ore. 

Martin, Brice Taylor, from 1036 Manhattan Beach Blvd., to 
515 Sepulveda Blvd., Manhattan Beach, Calif. 

Mathews, Irving M., from 2309 E. Colonial Drive, to 602 N. 
Bumby St., Orlando, Fla. 

Matousek, John A., from York Harbor, Maine, to 1412 Penn- 
sylvania Ave., Weirton, W. Va. 

McCann, Franklin P., from Route 2, Box 785, to Route 1, Box 
361, Peoria, Ariz. 


JOURNAL A.O.A., VOL. 59, JULY 1960 


: (antibacterial, nonalkaline, nonirritating, hypoallergenic detergent) 


augments therapy with excellent results 


pHisoHex, containing 3 per cent hexachloro- 
phene, provides continuous antibacterial action 
against infection for patients with acne. Much 
more effective than soap in cleansing, it deposits 
hexachlorophene “. . . as a semi-permanent film 
on the skin of frequent users.”! When the regular 
use of pHisoHex was added to the standard treat- 
ment for acne, “no patient failed to improve.”” 


1. Smylie, H. G.; Webster, 
C. U., and Bruce, M. L.: 


Brit. M. J. 2:606, Oct. 3, o¢ 
1959. 2. Hodges, F. T.: LABORATORIES 
GP 14:86, Nov., 1956. New York 18, N. Y. 
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new and forthcoming 


LIPPINCOTT BOOKS 


i, MANUAL OF BLOOD MORPHOLOGY ' 
Lydia Schudel. 53 Pages. 18 Color Plates. 9th Revised 
Edition, 1960. $4.50. 


2. EMOTIONAL MATURITY: The Development 
and Dynamics of Personality 
Leon J. Saul, M.D. NEW 2nd Edition in Preparation. 


3. SURGICAL ERRORS AND SAFEGUARDS 
Max Thorek, M.D. With 22 Contributors. 652 Pages. 455 
Hlustrations. NEW 5th Edition, 1960. $25.00. 


4, DIABETIC CARE IN PICTURES 
Helen Rosenthal, B.S. and Joseph Rosenthal, M.D. 226 
Text Pages. 125 Figures, Plus Charts and 12 Color 
Plates. NEW 3rd Edition, 1960. $4.50. 


5. CLINICAL ORTHOPAEDICS SERIES 
Vol. 16 "The Foot." Issued three times a year. Single 
copies $7.50. Sustaining Subscription, per copy $6.00. 


6. ATTENUATED INFECTION: The Germ Theory in 
Contemporary Perspective 
Harold J. Simon, M.D., Ph.D. 349 Pages. Illustrated. 
NEW, 1960. $10.00. 


1. METAL-BINDING IN MEDICINE 
Marvin J. Seven, M.D., Editor. 400 Pages. 125 Illustra- 
tions and 79 Tables. NEW, 1960. $13.75. 


8. TYPICAL GYNECOLOGIC OPERATIONS: With Special 
Consideration of Technical Advantages 
Siegfried Tapfer, M.D. 81 Pages. 168 Illustrations. First 
English Edition, 1960. $9.00. 


9, COSMETIC SURGERY: Principles and Practice 
Samuel Fomon, M.D. 651 Pages. 608 Illustrations. NEW, 
1960. $27.50. 


10. AMERICAN DRUG INDEX 1960 
Charles O. Wilson, Ph.D., and Tony Everett Jones, Ph.D. 
712 Pages. NEW, 1960. $5.75. 


ii. NEW AND NONOFFICIAL DRUGS 1960 
oa on Drugs of the A.M.A. 742 Pages. NEW, 1960. 
3.35. 


12. MANUAL OF SKIN DISEASES 
Gordon C. Sauer, M.D. 269 Pages. 151 Illustrations and 
28 Color Plates. 1959. $9.75. 


13. THE PREPARATION OF MEDICAL LITERATURE 
Louise Montgomery Cross, M.A. 451 Pages. 80 Illustra- 
tions. 1959. $10.00. 


14, PRINCIPLES OF DISABILITY EVALUATION 
Wilmer Cauthorn Smith, M.D. 210 Pages. 2 Illustrations. 
1959. $7.00. 


15. ORTHOPAEDICS: Principles and Their Application 
Samuel L. Turek, M.D. 906 Pages. 600 Illustrations in- 
cluding 53 Plates in Color. 1959. $22.50. 


J. B. LIPPINCOTT COMPANY 
East Washington Square, Philadelphia 5, Pennsylvania 


Please send me the books the numbers of which are 
circled below: 


0 Charge (©) Convenient Monthly Pay ts () Pay t Enclosed 
JAOA—7-60 
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McCarthy, Jeanne E., from 547 Newman Road, to 329 New. 
man Road, Racine, Wis. 

McCartney, C. W., from 2215 E. Main St., to 2416 E. Main 
St., Bethany, Mo. 

McRae, Ralph L., from 5101 Ross Ave., to 5520 Swiss Ave, 
Dallas 14, Texas 

Mignone, Roland J., from 8 Margin Road, to 21 Indian Creek 
Pass, Levittown, Pa. 

Miller, Donald Warren, from San Joaquin, Calif., to 3646 VN, 
Mariposa St., Fresno 3, Calif. 

Mills, Leonard W., from 300 Commercial Exchange Bldg,, to 
405 N. Fifth St., Grand Forks, N. Dak. 

Mishkin, David, from 1438% S. Beverly Drive, to 2766 S. La 
Cienega Blvd., Los Angeles 34, Calif. 

Moore, Robert L., from 313 Bryan St., to 50 Northridge yjj. 
lage, Mesquite, Texas 

Myers, B. J., from Box 77, to Box 186, Licking, Mo. 


Nersesian, Andrew A., from Allen Park, Mich., to 8357 §, 
Telegraph Road, Taylor, Mich. 

Newfield, Lee J., from 12504 W. Washington Blvd., to 12594 
Washington Blvd., Los Angeles 66, Calif. 


Oakley, Perry G., from 233 Third St., to 312 Third St, 
Lowell, Ohio 

Olson, Jack C., from Orange, Calif., to 5224 N. Figueroa St,, 
Los Angeles 42, Calif. 

Oswald, J. P., from 1537-41 Jackson St., to Civic Center Hos- 
pital, 390 40th St., Box 896, Oakland 9, Calif. 


Parker, Earl L., Jr., from Ninth St. & Jackson Ave., to 1513 
E. 53rd St., Tulsa 5, Okla. 

Parman, Fred D., from 924 S. Second, to 116 S. W. Second, 
Checotah, Okla. 

Patterson, Russell J., from Treasure Island, Fla., to R. D. 1, 
Box 173, Old Orchard, Maine 

Perry, Charles L., from 118 Hensley Drive, to Box 1427, 
Grand Prairie, Texas 

Polk, Barbara D., from 5818 W. Third St., to 425 N. Formosa 
Ave., Los Angeles 36, Calif. 

Porzio, Ray N., from Box 1112, to 5349 N. E. Second Ave., 
Miami 37, Fla. 

Price, Alexander, from Camden, N. J., to Cherry Hill Hospi- 
tal, Chapel Ave. & Coopers Landing Road, Delaware 
Township, N. J. 


Queler, Norman, from 501 New York Ave., to 2442 Bedford 
Ave., Brooklyn 26, N. Y. 

Quick, John B., from Burbank, Calif., to 2510 N. California 
St., Stockton 4, Calif. 


Richardson, Martyn E., from 2335 Brown Road, to 9553 
Lackland Road, St. Louis 14, Mo. 

Rieger, Paul, from Fort Lauderdale, Fla., to 263 Cottage 
Road, South Portland, Maine 

Riemer, Percy Roy, from 411 Denver St., to 536 Illinois St., 
Pawnee, Okla. 

Rios, William, from 693 N. Howard St., to 15 E. Cuyahoga 
Falls Ave., Akron 10, Ohio 

Roberts, Kenneth M., from Aztec, N. Mex., to 927 16th St., 
Greeley, Colo. 

Robinson, Richard R., from 5202 Chouteau Drive, to 2522 
Vivion Road, Kansas City 18, Mo. 

Rodi, Alexander E., from 2309 E. Colonial Drive, to 604 N. 
Bumby St., Orlando, Fla. 

Ross, Don C., from 18605 Schoolcraft Ave., to 23405 Ply- 
mouth Road, Detroit 39, Mich. 

Rutter, Paul T., from Medford, Ore., to Crater Osteopathic 
Hospital, 600 S. Central, Central Point, Ore. 


Safran, Robert S., from 1537-41 Jackson St., to Civic Center 
Hospital, 390 40th St., Box 896, Oakland 9, Calif. 

Scheller, Edward L., from 16045 Wilson, to 15534 Ten Mile 
Road, East Detroit, Mich. 

Schrock, Robert D., from 3358 Main St., to 3048 Main St., 
Lemon Grove, Calif. 

Secrest, Gloria, from 822 N. Garey Ave., to 1350 N. Garey 
Ave., Pomona, Calif. 
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writes 
new chapter diuretic 
hypertension therapy 


lowest dosage —unexcelled diuretic activity 


trichlormethiazide 


selective electrolyte screening 


lower potassium excretion, less risk of digitalis toxicity... maximum sodium output... 
balanced sodium and chloride excretion...24-hour effect on one 4 mg. dose...signifi- 
cant antihypertensive effect alone, potentiates other antihypertensive drugs... 

more economically priced...dosage less than 1/100 of chlorothiazide 

Packaging: NAQUA Tablets, 2 and 4 mg. scored, bottles of 100 and 1000. 
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ATARAX 

ita 


PASSPORT 


THE 
REALMS 


OF THERAPY 
BEST 
ATTAINED 
WITH 


ATARAX 


(brand of hydroxyzine) 


Special Advantages 


unusually safe; tasty syrup, 
10 mg. tablet 


record of effectiveness—over 200 labora- 


tory and clinical papers from 14 countries. 

Widest latitude of safety and flexibility—no serious 
adverse clinical reaction ever documented. 
Chemically distinct among tranquilizers—not a pheno- 
thiazine or a meprobamate. 

Added frontiers of usefulness—antihistaminic; mildly 


antiarrhythmic; does not stimulate gastric secretion. 


Supportive Clinical Observation 


“... Atarax appeared to reduce anxiety 
and restlessness, improve sleep pat- 
terns and make the child more amen- 
able to the development of new pat- 
terns of behavior....” Freedman, A. 
M.: Pediat. Clin. North America 5:573 
(Aug.) 1958. 


...and for additional evidence 


Bayart, J.: Acta belg. 
10:164, 1956. Ayd, F. J., Jr.: Cal- 
ifornia Med. 87:75 “1957. 
Nathan, L. A., and Andelman, M. 
M. J. 112:171 (Oct.) 


well tolerated by debilitated 
patients 


“seems to be the agent of choice 
in patients suffering from removal dis- 
orientation, confusion, conversion hys- 
teria and other psychoneurotic condi- 
in age.” Smigel, 
i J. . Geriatrics Soc. 
7: 


Settel, E.: Am. Pract. & Digest 
pe” 8:1584 (Oct.) 1957. Negri, 
F.: Minerva med. 48:607 (Feb. 
21) 1957. Shalowitz, M.: Geri- 
atrics 11:312 (July) 1956. 


useful adjunctive therapy for 
asthma and dermatosis; par- 
ticularly effective in urticaria 


“All Casthmatic] patients reported 
greater calmness and were able to 
rest and sleep better...and led a 
more normal life....in chronic and 
acute urticaria, however, hydroxyzine 
was effective as the sole medica- 
ment.” Santos, 1. M., and Unger, L.: 
Presented at 14th Annual Congress, 
American College of Allergists, Atlan- 
tic City, New Jersey, April 23-25, 1958. 


Eisenberg, B. C.: J.A.M.A. 169:14 
Gan. 3) 1959. et al.: 

Presse méd. 64:2239 a = 
1956. Robinson, H. M., 

South. M. J. 50:1282 (Oct:) 907, 


does not impair mental acuity 


“... especially well-suited for ambula- 
tory neurotics who must work, 14 
a car, or operate machinery.” Ay d, 

J., Jr.: New York J. Med. 57: i742. thay 
15) 1957. 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 


Garber, R. C., Jr.: J. Florida M. 
A. 45:549 (Nov.) 1958. Menger, 
H. C.: New York J. Med. 58:1684° 
(May 15) 1958. Farah, L.: Inter- 
ooh. Rec, Med. 169:379 (June) 


még., 

Syrup 110 ‘tte bint 
bottles. Parenteral Solution: 25 
mg./cc. in 10 cc. multiple-dose 
vials; 50 mg./cc. in 2 cc. am- 
pules. 
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Shapiro, Daniel M., from 512 Bryant Bldg., to 312 Scarritt 
Arcade Bldg., Kansas City 6, Mo. 

Shaw, John B., from Azusa, Calif., to 9723 E. Rush St., El 
Monte, Calif. 

Shaw, Keith, from Midway, Wash., to 2218 S, 223rd St., Des 
Moines, Wash. 

Sheetz, John W., Jr., from Philadelphia, Pa., to 1920 Old 
Gulph Road, Villanova, Pa. 

Short, Owen W., from 434 W. Tenth St., to 539 E. Sixth St., 
Erie, Pa. 

Slowik, Edward M., from Norwood, Ohio, to 2076 Elm Ave., 
Cincinnati 12, Ohio 

Smith, James W., from 185 Elmira St., to 425 Canton St., 
Troy, Pa. 

Smith, Lloyd George, from 4987 State St., to 3145 Midland 
Road, Saginaw, Mich. 

Stanfield, John R., from 802 E. Jackson, to 205 S. Broadway, 

Riverton, Wyo. 


Stefanacci, Richard G., from 26 Marilyn Place, to 1272 Clif- 


ton Ave., Clifton, N. J. 
Still, Richard H., Jr., from 906 S. Elson St., to Laughlin Hos- 
pital & Clinic, 711-15 W. Jefferson St., Kirksville, Mo. 
Stombaugh, Dennis E., from Perkasie, Pa., to Kellers Church, 
Pa. 

Stopeck, Marvin M., from San Fernando, Calif., to 15420 
Devonshire St., Mission Hills, Calif. 

Storey, B. A., from Bakersfield, Mo., to Box 66, Nevada, Iowa 

Stroehlein, John A., from 1938 W. "48th Ave., to 4788 Tejon 
St., Denver 21, Colo. 

Swofford, Peter Jay, from 212 S. Sixth St., to 1000 E. Edison 
Ave., Sunnyside, Wash. 

Swope, Felix D., from 609 Farragut Medical Bldg., to 1028 

Connecticut Ave., N. W., Washington 6, D. C. 


Torres, Manuel, from 27436 Avondale, to 27509 Cherry Hill 
Road, Inkster, Mich. 
Trottman, John B., from Box 728, to Box 366, Weleetka, Okla. 


Van Maren, Harold B., from 1537-41 Jackson St., to Civic 
Center Hospital, 390 40th St., Box 896, Oakland 9, Calif. 

Vercler, Marvin E., from White Pigeon, Mich., to 177 S. 
Washington St., Constantine, Mich. 


Wakefield, John P., from 911 E. Euclid Ave., to 3416 E. 12th 
St., Des Moines 16, Iowa 

Waller, M. Allen, from New York, N. Y., to 9923 Avenue J., 
Brooklyn 36, N. Y. 

Weishaar, Lyle C., from Kansas City, Mo., to 105 E. Broad- 
way, Excelsior Springs, Mo. 

White, O. W., from 307 N. Carson St., to 315 W. Telegraph 
St., Carson City, Nev. 

Williams, Charles H., from Lapeer, Mich., to 15 W. Flint St., 
Lake Orion, Mich. 

Williams, Dale Lee, from 1202 Third St., to 3309 Ayers, 
Corpus Christi, Texas 

Wills, Lawrence A., from 1000 Montgomery St., to 4908 Bor- 
den Drive, Fort Worth 16, Texas 

Wilson, Robert E., from 116 Seabreeze Blvd., to 523 N. Hali- 
fax, Daytona Beach, Fla. 

Wing, Thick G., from 817-A S. Vermont Ave., to 817 S. Ver- 
mont Ave., Los Angeles 5, Calif. 

Wirth, Marcia H., from 341 Main St., to 259 Chapin St., 
Chadron, Nebr. 

Witt, John Robert, Jr., from 1834 Lucile Ave., to 2223 Ridge- 
mont Drive, Los Angeles 46, Calif. 

Wolski, John D., from 2206 N. Lockwood Ave., to 2906 N. 
Linder Ave., Chicago 41, Ill. 

Wright, Harry M., from 211 N. Baltimore St., to 22 Kellwood 
Drive, Kirksville, Mo. 

Wyatt, William E., from Buckfield, Maine, to 1104 Brighton 
Ave., Portland, Maine 


Wysong, Ben J., Jr., from Grand Rapids, Mich., to 201 Van 


Deinse, Greenville, Mich. 


Yoshida, Thomas H., from Los Angeles, Calif., to 622 N. 

Wilmington Blvd., Wilmington, Calif. 
Young, Andrew Roland, from Dallas, Texas, to 2733 Sherman 
Road, Grand Prairie, Texas 
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AN IMPORTANT STATEMENT ON 


BACTERIAL SENSITIVITY TESTING 
WITH THE NITROFURANS 


The individual nitrofurans — ALTAFUR, FURADANTIN, 
FuROXONE, FuRACIN—are not interchangeable either in 
clinical application or in susceptibility testing. Although 
chemically related, these compounds differ to a highly 
significant degree in their range of antibacterial activity 
as well as in solubility, diffusion rate, and other physical 
characteristics. For this reason, Sensi-Discs* containing 
each of these nitrofurans are provided for appropriate 
disc plate testing. Results are valid only for the compound 
tested. Cross-interpretation will lead to erroneous con- 


clusions. 
Nitrofuran Antibacterial Spectrum Clinical Application athy wd Plate 
ALTAFuR® Wide. Particularly Systemic infections, ALTAFUR 
(brand of furaltadone) effective against including those of the Senst-Discs* 
staphylococci, including respiratory tract and 
antibiotic-resistant soft tissue. (Rapidly 
strains. absorbed, low urinary 
excretion.) 
FuraDaNnTIN® Wide. Highly active Urinary tract infections. . FURADANTIN 
(brand of nitrofurantoin) - against urinary tract (Rapidly absorbed, high SeNsI-Discs* 
pathogens. urinary excretion.) 
Furoxone® Wide. Especially Enteric infections, FuroxoNeE 
(brand of furazolidone) effective against (Minimal systemic Senst-Discs* 
enteric pathogens. absorption.) 
Furacin® Wide. Encompasses Used topically only. FurRacin 
(brand of nitrofurazone) most surface pathogens. Senst-Discs* 


*Available from the Baltimore Biological Laboratory (Division of Becton, Dickinson & Co.), Baltimore 18, Md. 


NITROFURANS—a unique class of antimicrobials 


EATON LABORATORIES, NORWICH, NEW YORK 
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Applications for membership 


CALIFORNIA 
Shea, Vincent B., (Renewal) 7000 El Camino Real, Atasca- 


dero 
Cozen, John E., (Renewal) 515 E. Sixth St., Los Angeles 21. 
Lauterbach, Otto E., (Renewal) 6222 Wilshire Blvd., Los 
48 
Perry, D o_o (Renewal) 9503 S. Avalon Blvd., Los An- 


geles 
Spencer, J. oT (Renewal) 20 Cedar Ravine, Placerville 


FLORIDA 
Wirt, Winton W., (Renewal) Brooksville 
Spadafora, Alphonse R., 5229 Park Blvd., Pineallas Park 
Chapdelaine, Emest E., (Renewal) 1792 Floyd St., Sarasota 


IOWA 
Fitz, Erle W., Jr., (Renewal) 1147 W. 36th St., Des Moines 
ll 


KANSAS 
Stark, Ernest F., (Renewal) 314% N. Broadway, Abilene 
Palmer, E. R., (Renewal) 405-06 Professional Bldg., Atchison 
Young, David L., (Renewal) 222 E. Third St., Ottawa 


MISSOURI 


McManis, Richard, (Renewal) Garden City 
Irinyi, E. T., (Renewal) Stewartsville 


NEW HAMPSHIRE 
Harris, Elmer W., (Renewal) 54 Summer St., Rochester 


NEW YORK 
Hochman, Harry, 67-06 179th St., Flushing 65, L. I. 
Lockwood, Traviss D., (Renewal) 17 N. Chatsworth Ave., 
Larchmont 


NORTH CAROLINA 


Baker, Richard C., (Renewal) 104 N. Lawrence St., Rock- 
ingham 


OHIO 
Lane, Robert E., 8027 Grand Division Ave., S. E., Cleveland 
25 


OKLAHOMA 
Dean, Robert C., (Renewal) Box 157, Atoka 
Evans, Jack B., (Renewal) Box 66, Nicoma Park 


OREGON 
Garber, Charlotte V., (Renewal) 308 Morgan Bldg., Port- 
land 5 


PENNSYLVANIA 
Brandt, Ruth A., (Renewal) 922 Fayette St., Conshohocken 
Brandt, William E., (Renewal) 922 Fayette St., Consho- 
hocken 
Alper, Bernard M., (Renewal) 806 Vernon Road, Philadel- 
phia 1 


Falbey, Frank B., (Renewal) 401 Barker Road, Springfield 


FOREIGN 
UNION OF SOUTH AFRICA 


McNutt, Rose McBride, (Renewal) 26 East Ave., Clarendon 
Place, Johannesburg 
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trichlormethiazide 


lowers potassium ex- 
cretion, minimizes risk 
of digitalis toxicity in 


congestive 
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for relief that lasts —longer 


Duration of relief 
exceeds that 
provided by any 
other steroid 
ester 


(6 days—37.5 mg.) 


HYDELTRA-T.B.A. 


3.2 days—20 mg.) 


Dosage: the usual intra-articular, 
intra-bursal or soft tissue dose 
ranges from 20 to 30 mg. depend- 
ing on location and extent of 
pathology. 

Supplied: Suspension ‘nypELTRA’- 
T.B.A.—20 mg./cc. of predniso- 
lone tertiary-butylacetate, in 
5-cc. vials. 


MERCK SHARP & DOHME 
DIVISION OF MERCK @CO., INC. 
PHILADELPHIA 3, PA. 


“8 
Prednisolone Acetate (8 days—20 mg.) ia 
| 
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FOR 


MALT SOUP EXTRACT 


GERIATRIC 
CONSTIPATION 


Borcherdt Company GP 
217 N. Wolcott Ave., Chicago 12, Ill. 

Gentlemen: Please send samples and litera- 
ture of your Malt Soup Extract (Maltsupex) 


D Powder 


Borcherdt’s 


(MALTSUPEX) 


Is 
Gentle, 
Safe, 
Sure, 
Dietary. 


It’s available in two forms, liquid 
and powder, but most adults pre- 
fer the mild tasting powder. It 
dissolves instantly in milk, water 
or juices. It promotes aciduric 
flora in the lower bowel which 
helps restore normal function. 
Long term treatment produces no 
side effects. Diabetic patients 
should allow for 60 calories for 
each tablespoonful. 
Hootnick(!) reports, “Stools be- 
came soft in all 
within one week, bowel evacua- 
tions were accomplished with 
ease. Most patients liked the 
taste of the product, and the ma- 
jority of them reported a feeling 
of well-being.” 
Cass and Frederik(?) also found 
that “Malt Soup Extract produced 
soft, easily evacuated stools with- 
out any side effects in constipated. 
elderly patients.” 
Marshall (3) found it “a simple 
but highly effective treatment for 
chronic constipation in patients 
of all ages.” 
Dose: 2 tablespoonfuls twice a 
day. Available, liquid and pow- 
der, 8 ounce and 16 ounce bottles, 
at pharmacies. 
Send for clinical samples 
(1) Hootnick, H. L.: Jnl. Amer. Ger. Soc., 
4:1021-1030, 1956. (2) Cass, L. J. and 
Frederik, W. S.: Jnl. Lancet, 73:414-416, 
1953. (3) Marshall,W.: So. Dak. J. Med. & 
Pharm, 8:151-153, 1955. 
Borcherdt Company 


217 North Wolcott Avenue, Chicago 12, Ill. 
In Canada: Chemo-Drug Co., Ltd., 


Toronto, Ontario. 
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in the formula base has obvious advantages 
to the physician, who must decide what each 
infant needs, and when changes are indicated. 
An evaporated milk formula is a prescription 
formula, permitting the physician to adjust 


... the type and amount of carbohydrate 
.. . the degree of dilution to required strength 


Evaporated milk is the formula base proved 
successful by clinical experience... for 50 
million babies. 


FLEXIBILITY PLUS: 


Higher protein level recommended when cow’s milk is fed to babies 
Added vitamin D in required amounts 


1885 - 1960 


Maximum nourishment—minimum cost to parents PET) 


©1959 
PET MILK COMPANY, ST. LOUIS 1, MO. 
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In Asthmatic Attacks... 
AMPLE AIR IMMEDIATELY 


Medihaler 


automatically measured-dose aerosol medications 


e Ready and in use in 5 seconds 
under any circumstance. 


e Travels with the patient 
anywhere...Can be 
concealed in the hand... 
Can be carried in vest 
pocket or purse. 


e Dose is metered and 
medication is propelled 
automatically with single- 
stroke finger pressure. 
200 doses per vial. 


Prescribe either of two bronchodilators: 
isoproterenol or epinephrine 


Medihaler-ISO"* 


Isoproterenol sulfate, 2.0 mg. per cc., 
suspended in inert, nontoxic aerosol vehicle. 
Contains no alcohol. Each measured dose 
contains 0.06 mg. isoproterenol. 


Medihaler-EPI'* 


Epinephrine bitartrate, 7.0 mg. percc., 
suspended in inert, nontoxic aerosol vehicle. 
Contains no alcohol. Each measured 

dose contains 0.15 mg. epinephrine. 


*First Rx: vial of medication with oral adapter sithins seconds after inhalation... 


: : 4 All vial onl ‘medications premicronized to 
‘ particle size which assures fastest 
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In response to physician demand 
more Esidrix has been added to 


SERPASIL- ESIDRIX 


potentiated antihypertensive now available in 2 strengths 


To meet the needs of patients who require greater diuretic-antihypertensive 
activity, Serpasil-Esidrix is now made available in a combination tablet containing 
50 mg. Esidrix and 0.1 mg. Serpasil. This tablet, Serpasil-Esidrix #2, will help you 
control high blood pressure in more patients. With Serpasil-Esidrix #2, you can 
expect a quick response: blood pressure usually begins to drop during the first 
few days of therapy. Excess fluid is also rapidly eliminated. And you give patients 
the additional benefits of Serpasil: control of tachycardia and relief of anxiety. 


COMPLETE INFORMATION AVAILABLE ON REQUEST. 


SERPASIL- ESIDRIX SERPASIL- ESIDRIX 


gh 
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SERPASIL® (reserpine cisa) / ESIDRIX® (hydrochlorothiazide cisa) 
SERPASIL®-ESIDRIX® (reserpine and hydrochlorothiazide cisa) 


é 


